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Abstract 
This thesis is an examination of the possible room for 
development in the theoretical terrain of the study of 
professions. Professional knowledge is reinstated as the 
utmost important principle underlying a set of professional 
practice. The changing conception of professionalism can be 
captured in two metaphors signifying an advancement in the 
level of analysis: from professionalism as structure and 
function to professionalism as process and interaction. The 
trait model and the power approach are paradigmatic of each 
metaphor respectively. The trait model, although has 
declined in popularity today, acknowledged esoteric 
knowledge and the service ideal as the two major organizing 
principles of professional activities. The ascendancy of 
the power paradigm, on the other hand, can still be further 
developed with more theoretical rigor. An invitation to the 
agenda of professionalism as cognition tries to track down 
professional power in the form of the production of 
discourse and the subsequent dissemination of knowledge. 
This agenda at once calls forth a more action-oriented 
conception of society perceived as full of discursive space, 
such that professional knowledge forms an essential part of 
the daily life of laymen. Professional knowledge is 
translated in the process of professional practice to 
produce social knowledge that forms the basis of social 
reality. Professionalism as cognition is therefore 
concerned with the lay perception of the identity of 
professions. A social structure of professions needs a 
corresponding cognitive structure of professionalism. The 
production of professional discourse mediates between the 
two structures and is illustrative of the social conditions 
that govern its proliferation. The concept of power is 
highlighted with a micro-cognitive foundation. Michel 
Foucault's genealogical account of the rise of modern power 
in a discursive society merits attention and provides 
sensitizing ideas that can be pitched at a proper 
sociological key pertaining to the present agenda, 
especially the enwrapping posture between power and 
knowledge. The Hong Kong medical profession is presented as 
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Profession as an occupational category receives much 
more attention than just being lalbelled with a glorified 
white collar status. Unlike any other kinds of jobs, a 
profession and its practitioners share an intimate 
relationship often inseparable. Once a person is trained 
and eventually practises a profession, as a social norm he 
is being associated with a particular social status. 
Perceived from this position non-professionals know how to 
evaluate, and what to expect from him in his professional 
role. To a large extent, a person's profession influences 
other's perception of his personal character, too. Hence 
the man and his occupation embody each other. As one of 
the dominant features of contemporary social structures, 
professions have been depicted as embodying a Janus-faced 
character. On the affirmative side, members of profession 
are by definition men of superior knowledge who apply their 
specific expertise to solve problems arising from various 
facets of human affairs. An image of altruistic 
orientation and respectability of belonging to a profession 
is conjured up and their functions to society 
indispensable. On the less desirable side, professions are 
no more than groups of treacherous experts exploiting their 
occupational autonomy and expert power aiming at 
controlling the clientele in market transactions. Or it 
may take the form of acting as thinktank for advisory 
committees in government departments, thereby exerting 
their influence in the decision making process of public 
policies. More often such maneuvers are perceived as acts 
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of conspiracy aiming at safeguarding their narrow 
professional interest against other potential competitors 
through structural domination. Outlined briefly above, a 
love-hate relationship between professions and society is 
portrayed. 
If the debate on the moribund status of the study of 
professions in sociological interest is in the meantime 
settled (cf. Hall 1983； MacDonald and Ritzer 1988), it is 
at least troubled by another immediate issue: a near 
disappearance of a theoretically and conceptually rigorous 
framework that can capture the interaction of society, 
professions and the lay world. Indeed, one may argue that 
the present dominance of the power paradigm is the most 
popular approach to the understanding of this tripartite 
relationship. The focus has been mainly centering at the 
cooperation and conflict among professions, state and 
economy. Less attention is put on the construction of lay 
perception of professional power. In other words, power as 
a macro construct is still influencing the direction of 
research in this field. The cognitive, micro dimension of 
professional power directly addressing the reality of 
social 1ifeworld is underdeveloped, if not neglected 
altogether. 
The essential linkage between societal progress and 
the social reality of the lay world is the application of 
professional knowledge. The distinctive feature of the 
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professions that separates themselves from other 
occupational groups is the possession of esoteric knowledge 
and its subsequent application to the general public. 
Particular reference is made here to the consulting, 
servicing professions. Thus said, the critical point of 
entry to the understanding of professions is the nature of 
complex knowledge. That this agenda has lost its 
acquaintance qua research program can be re-established 
once we recognize the central position of the bodies of 
knowledge in the rise of contemporary society. 
Prominent sociological figures have written 
perceptively on this subject matter. Trace back to the 
classical tradition, Marx and Engels were suspicious of the 
knowledgeable capitalist class as conspiring against the 
working class in order to exercise power and class 
domination. Durkheim's interest in the growing complexity 
of the social division of labour reflected the impact of 
the process of unceasing development of new bodies of 
knowledge. Weber pessimistically considered bureaucracy is 
a major form of social organisation indicating the 
realisation of "domination through knowledge", or part of 
the master trend of "rationalisation" (1922:225). 
Contemporary theorists join their masters in the same 
vein. Parsons (1939) unequivocally looked to the positive 
contributions made by professionals, to the extent that he 
accorded them with indispensable functions necessary to the 
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maintenance of social order. Bell (1976) and Gouldner 
(1979) regarded the professionalisation of society as an 
inevitable trend in our century accompanied by the 
explosion of information disseminated and regulated by 
people from various professions. Gouldner even coined them 
the title of the "new class". Discussions by Habermas and 
members of the Frankfurt School1 are all the more 
enlightening on unraveling the technical nature of applied 
esoteric knowledge. The totality of these insights summon 
to suggest the crucial role of knowledge in shaping our 
contemporary life. 
The scenario outlined so far can be recaptured in 
three dimensions if the study of professions is to yield 
more fruitful analysis. The first and most fundamental is 
the reinstating of knowledge as a point of departure in the 
understanding of the profession phenomenon. A second and 
closely related point is that such knowledge is social in 
character, which involves two meanings. In the first 
sense, professionals are practitioners； their knowledge is 
knowledge-in-action. By means of professional practices 
and the dissemination of expert knowledge (ie, production 
of professional discourse) to laymen in various 
institutional settings, a stock of shared social knowledge 
("common sense") is created which is responsible for 
shaping the contour of public cognition. In the second 
sense, a communication situation (i.e.,the whole society 
being a coherent unit) dominated by one party conveys 
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asymmetrical power relations which, in this instance, 
weaves power and knowledge together. A micro foundation of 
macro power is implied. The third point serves to 
incorporate the first two points and situates them in a 
social context. As put by Larson, "it is to think of 
questions which go beyond the professions and address the 
larger and more important theme of the construction and 
social consequences of expert knowledge" (1990:25, my 
emphasis). A perspective of this kind hinges on the social 
practice of professions and the subsequent shaping of lay 
perception of professionalism constitutive of social 
reality. In other words, how is professionalism as 
cognition to be conceptualized? How is a knowledge base 
constituted that associates with the structure of thought? 
How does complex knowledge condition the lifeworld of the 
lay public ？ If power and knowledge are inseparable, what 
consequential relationship has this on our understanding of 
social reality? Essentially, the role of professionals is 
put into question. Reflexivity in professional practices 
is therefore opened up for more critical evaluation. 
This thesis attempts to address the three issues 
aforementioned. Power and knowledge in the production of 
professional discourse will be closely examined. This 
bears an important theoretical linkage to the consequential 
implication of professional knowledge on the construction 
of everyday reality. Upon this ground, an alternative form 
of social analysis pertaining to this agenda will be 
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introduced. Michel Foucault, a contemporary French social 
historian, introduces an unconventional grid of analysis 
called "genealogy" with power and knowledge as his 
fulcrums. With special emphasis placed on the production 
of discourse in a professional society, genealogical 
analysis will prove to be a source of rejuvenation to the 
present wealth of professions literature in particular the 
power paradigm, as well as a revealing framework for 
understanding the Hong Kong context. 
To analyze how professional discourse works, a 
detailed study of one profession becomes the only option. 
The medical profession serves as a critical point of entry 
to this research agenda in the Hong Kong context for two 
reasons. A general reason would be that medical knowledge, 
among other areas of expert knowledge, bears the most 
direct impact on our everyday life. Medical knowledge is 
more readily transformed into social knowledge than other 
bodies of professional knowledge. Its utilisation is more 
universal to laymen than any kind of expertise. This 
condition is revealing in the case of medical service 
provision in many welfare states. To say that health care 
service is a necessity of daily life is no exaggeration. 
It can be asserted that no professional service is provided 
and demanded at a comparable scale. Given its close 
proximity to our everyday life, the medical profession is 
prototypical of the study of professions in general. 
Arguing along Eliot Freidson's line2, whose contribution is 
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classic to the profession phenomenon, a detail construal of 
the medical profession can throw light on the general 
qualities of the many categories of the profession 
phenomenon. In his own words, it is an attempt at a "close 
examination of one [profession] in all its complexity with 
an eye toward the many" (1970:xix)• An analysis of medical 
profession would be an outstanding place of anchorage when 
the line of argument is placed upon the power-knowledge 
axiom. 
A specific reason points directly to the dual medical 
systems in operation in Hong Kong society, namely, Western 
biomedicine and traditional Chinese medicine. The former 
system is structurally superior to the latter as a result 
of full government support. Despite of this, traditional 
Chinese medicine is still commonly utilised and trusted by 
the general public (cf. Lee 1972, 1980; Lee and Cheung 
1989； Wong 1991) .3 Date back a hundred years ago, 
traditional Chinese medicine was the dominant medical 
system and Western biomedicine was mistrusted in general. 
The question is: how has the increasing dominance of 
Western biomedicine been gradually gaining dominance over 
the lifeworld, apart from the obvious reason of structural 
superiority supported by the government ？ Consequently, 
how has this reoriented people's health attitude and 
knowledge, given the two medical traditions differ in their 
fundamental philosophy of healing? How do we understand 
this outcome in the light of professional discourse which 
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involves power and knowledge? 
A short note should suffice here that the present 
thesis is aimed at the study of the sociology of 
professions where the medical profession is only at once a 
convenient and representative point of departure. In this 
sense, the subsequent framework of analysis should also 
theoretically be applied to other professions in a similar 
fashion. As a brief remark of delineating the "profession" 
category, reference is made to those consulting professions 
embodying a body of abstract knowledge with a service 
orientation to humanity. Typical professions of this sort 
include the so-called "true" professions like medicine, law 
and university teaching. The still-perpetuating process of 
social division of labour has blurred this category of 
occupation to include newly emerging ones and less 
qualified ones.4 The sharpness of focus is preferred to the 
broad inclusion of a large number of occupational titles. 
This thesis consists of five main chapters. Chapter 
One opens with a discussion and reassessment of the 
existing paradigms in professions literature followed by a 
theoretical construction of the present agenda of 
professionalism as cognition in a discursive society. The 
second chapter is built upon the need of a more spacious 
and analytically rigorous mode of social analysis to 
accomodate the present agenda. Michel Foucault's 
genealogical analysis (preceded by an archaeological 
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examination of discursive formation) of the rise of modern 
disciplinary power merits attention. His well-known 
concept "power/knowledge" is useful in illustrating the 
micro-cognitive dimension of professional power and its 
relation to society at large, especially the nature of 
social knowledge constitution. In this chapter these will 
be pitched at a proper sociological key so as to bear more 
sensitizing and fruitful analysis on professions. The next 
three chapters enter into the empirical treatment of the 
interpretive framework thus worked out. The Hong Kong 
medical profession is singled out as an archetype of 
servicing professions. The third chapter is a general 
discussion of the scenario of the local health care realm 
accompanied by a presentation of past survey results to 
reconstruct the attitude,or, the contour of cognitive 
receptivity by the Hong Kong people of local Chinese and 
Western medical practitioners and medicine. Chapter Four 
is an examination into the social conditions that have 
given rise to the attitude formation outlined in the 
preceding chapter. It focuses on the production of a 
Chinese-Western medical discourse so as to highlight the 
power/knowledge dimension of professional practice. This 
is done with a historical account that dates back to the 
late nineteenth century. The last chapter is a 
continuation of the same purpose of Chapter Four, but this 
time with a contemporary touch. The institutional 
infrastructure that has been supporting the dominance and 
dissemination of Western medical discourse is further 
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elaborated, which seeks to show the lack of discursive 
space of Chinese medicine in the local health care realm 
officially defined. 
At this juncture, an appreciation and evaluation of 
the role of knowledge in existing paradigms of professions 
is called for. 
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Chapter I Professionalism as Cognition in a Discursive 
Society 
The concept of knowledge was first inaugurated as one 
of the core concerns in the genesis of the professions 
phenomenon. Nonetheless, as pointed out by Baer 
(1987:532), "there has been comparatively little 
discussion" about how specialised knowledge is created as 
the fundamental currency of exchange, thereby generating 
its own wealth in the form of autonomy, trust, power, et 
cetera. The development of the studies of professions can 
be understood as the transformation of a constitutive 
element: professional knowledge. Tracing along this line, 
two revealing issues that have been preoccupying the 
existing professions literature deserve further 
examination. Firstly, professional knowledge has been 
associated exclusively to the arena of professional work 
per se; and secondly, the treatment of professionalism is 
both tackled at the individual level and the institutional 
level. 
The Taxonomical Approach: a Reappraisal 
The first systematic attempt to understand the 
profession phenomenon can be attributed to Parsons' 
pioneering works, most notable in his discussion of the 
relationship between professions and social structure.1 As 
more theorists joined the Parsonian enterprise, this 
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emerging paradigm has been known as the trait model of 
professions.2 The professions as an occupational category 
is identified by enumerating the essential properties that 
distinguish men of expertise from the general category of 
white-collar workers. The usually found components in the 
list of traits include: occupational autonomy； possession 
of complex knowledge; high educational requirements which 
often involves prolonged period of training; licensure; 
codes of ethics； formation of professional associations to 
advance narrowly defined collective interests； monopoly 
over task including both technical and organizational 
contents ； coxninitment of members to the profession; 
altruistic orientation, and so on.3 
Such virtually inexhaustive listing of traits has its 
root in functional analysis. Preceded by a normative 
recognition of the functional indispensability of 
professions in contemporary social structures, the 
numbering of objective attributes has been regarded as 
contributing almost nothing to the theoretical 
understanding of the profession phenomenon. Summarised by 
Saks, "the analyses of contributors from the taxonomic 
school were fundamentally ahistorical" (1983:2). Johnson 
(1967) and MicKinlay (1973) are also among the critics. 
The highly assumed functional contributions of professions, 
if not unrealistic altogether, are at least "obscuring the 
social and historical conditions" (Saks, ibid) that inter-
and intra-occupational struggles are contesting in. 
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The taken-for-granted, uncritical appraisal of traits 
in this model poses another theoretical problem. Only the 
most established professions are included into analysis, 
which means less recognised occupations such as "semi-
professions" or "proto-professions" are out of 
consideration. In other words, the generally identified 
traits exhibit mainly only those conventional occupations 
such as doctors, lawyers, clergymen and teachers, et 
cetera. As pointed out by Millerson (1964), aspirant semi-
professions may not share those identified characteristics 
aforementioned at this stage of their development, or a few 
professions may even be out of the professions list simply 
because the analysts deliberately exclude them.4 
Nonetheless, the trait model marks the first systematic 
attempt at understanding the growing pre-eminence of the 
profession phenomenon in industrial societies. It opens 
new room for further discussion on some of the more 
thought-provoking aspects of the professions. An effort 
made at present to evaluate the contributions of the trait 
model in these regards offers a niche to the adjustment of 
perspective that will be elaborated hereafter. 
Goode's interpretation (1969) of the commonly 
recognised traits worths a closer examination. Agreeing 
with his argument, the two core "generating qualities" 
portrayed in the trait model, though themselves 
multifaceted, are "a basic body of abstract knowledge" and 
"the ideal of service".5 The esoteric nature of abstract 
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knowledge inevitably segregates professionals from their 
lay clientele. On the basis of knowledge, skills and 
techniques are devised to be applied to specific problems. 
At this juncture, the process of translation of theories 
into practices takes place which involves the 
interpretation and cognitive ability of the men of 
knowledge. To carry out such an activity long periods of 
training and learning that are not generally achievable by 
the common mind must be the prerequisite. Professional 
practices are just too complex for an ordinary man to 
comprehend and comment such that high degree of automomy is 
required in the realm of professional work.6 Hence there is 
little choice left for the public but to confide in the 
competence of the professionals. Professionalism as a 
natural outcome of this is reinforced by the organisation 
of social institutions in maintaining the existing pattern 
of professional-clientele relationship. Needless to say, it 
is the responsibility of the various professions to 
"create, organise and transmit the knowledge" (Goode 1969: 
278) . Apparently, the mysterious nature of esoteric 
knowledge is demystified in the process of translating 
abstract theories into observable patterns of practices. 
Yet it can also be said that this process of knowledge 
dissemination controlled by the professions further 
strengthens the myth of expertise which mainly results in 
an ever-stronger reliance on professional guidance on the 
part of the laity. Knowledge depicted in the trait model 
can hence be described as leading a double-edge existence. 
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Accompanying the body of abstract knowledge is the 
taken-for-granted altruistic orientation of the 
professionals. To a large extent, this assumption reflects 
the prevailing attitude of the public towards scientific 
knowledge across most societies. In western societies as 
well as many developing areas with strong western 
influence, the idea that science is almost synonymous with 
societal progress is not uncommon. As a general rule, the 
more scientific the body of knowledge is premised, the 
wider the support the profession will win from the common 
lot. And since the knowledgeable men are usually upheld as 
the more enlightened members of society, the line of 
reasoning deductively follows that their morality is of a 
higher quality who would altruistically apply scientific 
theoretical knowledge to contribute to the overall 
advancement of society. This is because the act of 
applying abstract knowledge requires a trustworthy 
character according to the logic of professionalism. 
Moreover, this embodies another dimension of 
professionalism, that is, the society actually believes 
that professionals are supposed to be ethical in their 
endeavors. Public trust towards the professional 
altruistic disposition is therefore based on mere 
assumptions. 
Ethicality has two dimensions. The more discussed and 
obvious one focuses on the skills and techniques of 
professional everyday practices. For instance, the 
16 
professional conscientiously judges the needs and decides 
the best course of action in the client's interest. The 
less noticed and subtle dimension has to be understood in 
relation to the first generating principle professional 
knowledge. Since experts are relatively sufficiently 
knowledgeable, members of society rely on the 
interpretation and the dissemination of truthful, 
undistorted knowledge that will eventually become the 
social reality that the public is situated. Social 
knowledge in the form of common sense and attitude 
disposition are the variated versions of the more elegant 
phrase, social reality. Truthful dissemination of 
information calls forth genuine communication, such that 
the broad public is equipped with the necessary information 
adequate enough to interpret the everyday problems that are 
closely connected with professional cognitive fields. In 
a nutshell, "collective orientation" embodies a much wider 
meaning, that is not only refers to the practical dimension 
but also the communicative. Trust in the service-ideal of 
professionalism symbolises the canons of truth that the 
society defines. 
Theoretical contributions of the trait model, 
undoubtedly, is the macro-structural view of the 
transaction between professions and society through 
knowledge claims. As have been mentioned earlier, 
professions with a scientific knowledge base are 
epistemologically privileged. It follows essentially that 
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occupations equipped with scientific knowledge are assigned 
the fullest mandate, trust and prestige by the public. 
Professionalism as structure conjures up a favourable image 
of professions. Social theorists of professions later come 
to recognise that the structural view has taken too many 
of these attributes unprob1ematica1ly. The two distinct 
yet related "generating principles" intertwined into 
another much discussed aspect of professional work, namely, 
professional autonomy. 
If the logic that autonomy is premised on trust 
derived from the interaction between service-ideal and 
expert knowledge, then it also produces its own implicit 
problem. Autonomy in fact boils down to one implication 
which is the freedom from lay evaluation of the 
professional standards due to the complicated nature of 
specialised knowledge and techniques. When knowledge is 
applied, it intrudes into the social lifeworld of the 
average citizen and establishes a close linkage. 
Ironically, professional autonomy evolves as the 
counterforce of this proximity and tends to remove the 
"generating principles" farther and farther away from the 
common people. This crisis is hinted in the trait model 
but not articulated to the fullest potential. Put 
differently, the point of view of the social production of 
knowledge is at least underemphasised, if not totally 
ignored. Once this position is scrutinised, the neutral 
appeal of the service ideal and the resultant autonomy are 
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casted doubt• 
The Power Paradigm: Room For Improvement 
Negation of the static view of professions brings to 
the scenario a change in the institutionalisation of the 
expertise. "The Professionalisation of Everyone ？" by 
Wilensky (1964) marks a representative watershed of 
introducing a new paradigm. The major thrust of his model 
is to establish a historical sequence of the occurrence of 
the traits identified by predecessors of the study of the 
same phenomenon. Largely case-study oriented, the model 
demonstrated how an aspiring profession goes through the 
various stages of professionalisation, where each step is 
marked by a distinguished feature in the course of 
infrastructural development.7 Upon closer examination, the 
sequence of events almost resembles the structural-
functional traits that differs only in the sensitivity to 
historicity. 
Historical account of this kind existed as a short-
lived movement. Nonetheless, a more critical approach 
began to take shape, thanks to the insights offered by the 
historical method. Periods of conflict and power struggle 
have always been detected on the agenda of 
professionalisation. The process perspective is further 
radicalized into the so-called "power" paradigm. 
As the label of the perspective suggests itself, 
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professionalisation is not a smooth historical process. 
Rather, the road towards becoming a true profession is 
contested by keen competition operating like a power game. 
Struggles take the form of intra一occupational scramble for 
concession of power, that is the jockeying for position in 
order to register as the dominant paradigm in its 
respective cognitive field. In addition, struggles of this 
nature equally exhibit in the tension between professions 
and the wider community. A core concern common to all 
power theorists is the privileged position the professions 
attached to in the social stratification system. The 
acquisition of specialised knowledge becomes a product 
invested with market value whereby economic wealth, 
occupational prestige and work autonomy are generated. 
All these point to an essential element of 
professional practice: market monopolisation. Accordingly, 
a profession is by definition specialised in a particular 
area of service with little equivalent substitutes. To 
sustain its prestige, exclusive claim to jurisdiction 
becomes a necessary condition. In other words, a 
profession claims the right to define the situation and 
make suggestions to alleviate the problem it so considers. 
Eventually that will lead to deliberate exclusion of any 
aspiring occupation demonstrating competence in the same 
service area, so that potential clients in the market can 
only consume the services the dominant profession offers. 
The market scenario hence provides the basic terrain where 
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power is exercised. Larson (1977) is most illustrative in 
this instance. Market monopolisation shares a similar 
notion with Weberian theorists of professions, namely 
market closure. It denotes restricted entries into 
practicing the profession through various means such as 
legislation, credentialism and so on (Collins 1979; Parkin 
1979) • All in all, the economic arena evolves to be one of 
the battlegrounds upon which professions fight for 
privileged positions. 
Closely associated with the economic arena in 
capitalist societies is the political arena. Power 
theorists whose concern focus on how the polity functions 
as a power center perceive the proximity between 
professionals and the state apparatus conspiring together 
to exercise control over the clients. The state thus 
conceived facilitates the professions to practise with 
delegated legitimacy manifested through structural and 
institutional forms like education and accreditation 
recognised by the government, establishing professional 
associations serving consultative capacities in various 
advisory government advisory committees, and so on. 
Professionalisation as a process to be considered 
successful must require protection from the state against 
competitors who strive to profess to a comparable 
occupational status• Power and conflict arising from the 
intra-occupational struggles comprise the political process 
of professionalisation (see, for example, Johnson 1972； 
A 
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Larson 1977; Freidson 1970, 1986; Abbott 1986, 1988). 
Professional power mingles with state power that dominates 
the whole society via the dissemination of knowledge. This 
is because only the state-recognised body of professional 
knowledge enjoys a wider space of circulation in society, 
be it in mass communicative channels , the educational 
system and legislation. It is in this paradigm that the 
political nature of knowledge is given emphatic address. 
The shaping of commodified needs, the monopolisation of 
professional knowledge and expert definition of lay 
situations altogether indicate an overwhelming control over 
the clients and an omnipresent professional intrusion into 
every sphere of life. Hence the reality of asymmetrical 
distribution of power demarcated by the possession of 
applied knowledge, plus the instrumental nature of 
knowledge as a tool that legitimises professional claims 
and action. 
Apart from operating at the macro structural level, 
relatively more recent attempts have been made to access 
power in actual profession-clientele encounters. In so far 
as practice is concerned, power theorists have found that 
in many situations of consultation, professionals commonly 
manipulate clients, or persuade clients to accept one 
decision over another through the use of rhetorical 
language.8 Depiction of such micro situations are usually 
presented in a dialogue form known as discourse analysis, 
and the circulation of power is revealed in the way the 
22 
practitioner uses variated forms of language such as 
jargons and manipulative techniques to exercise control 
over his clients. Generally cited examples are medical and 
legal consultations, various topics of counselling and even 
educational advisory settings. Analysis tackling at this 
kind of individual level tend to be scattered in episode 
choices and too finely tuned such that obscuring the macro-
structural forces operating in the background. While the 
actual process of power enactment in the workplace is 
revealing in its own right, it is less satisfactory in 
relating to the studies of professional power in 
institutional analysis reviewed previously. The almost 
dichotomic concerns of power theorists - institutional and 
situational - fail to articulate one level of analysis into 
the other, signifying a crisis facing the power paradigm. 
Skeptical assessment of the professional phenomenon, 
like in many fields of sociology, regards the reality as 
conflictual and distorted by power. Indisputably, the 
power paradigm as a way of viewing technical expertise and 
practices with cynicism outcompetes the static functional 
assumptions of the trait model in the sense that the 
professional reality is captured in a more fluid and 
dynamic fashion. The power paradigm ascends in popularity 
and applicability across a spectrum of professions with the 
underlying assumption that all the neutrality, moral 
probity and altruism proclaimed by "the market 
professional" (Larson 1990:26) are more apparent than real. 
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The main strength of this paradigm lies in the fact that it 
reveals the interactive dynamics among the market economy, 
state apparatus and the techno一bureaucratic professionals, 
and how they work intricately to exert power that makes a 
difference on the life of the less-knowing others. 
As an alternative macro vision to the functionalist 
trait model of the same phenomenon, it intends to take the 
historical social context into proper consideration, 
particularly regarding the capitalist order. That 
professional endeavors are guided by the capitalist 
economic logic, especially in contemporary societies where 
most professionals are employed in economic organizations 
of some kind means every professional trait is adhered to 
the market with a more or less instrumental, market value. 
Thus the power theorists tend to treat esoteric knowledge 
bases without the same distinctiveness offered in the 
analyses by the trait theorists. Nevertheless, perhaps 
this paradoxically mirrors the very instrumental nature of 
expert knowledge itself. In a nutshell, the power paradigm 
offers little penetrating discussion on the power behind 
the constitution of knowledge claims of professions but 
definitely conveys its technical, less humane character. 
Cognition, Professional Discourse and Society 
If the above assessment is accepted, the theoretical 
limitation of the power paradigm can be further unfolded, 
which corresponds to the lamentation of some theorists of 
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professions regarding their field going arid.9 The usual 
analysis addresses the more explicit power relations 
between professional practices and the market that mingle 
with the state, which is the conventional approach to 
conceive power as a macro structural construct. Market 
mechanisms and the state apparatus are casted a mediatory 
role through which experts exercise their influence. The 
notion of power is materialized into consumable services 
available in the market. With this macro-structural 
scenario, professional power struggle mostly take the form 
of intra-occupational outlook. Power is implicitly defined 
here as confining within the relatively closed arena of 
professions, far removed from the everyday reality of the 
average men. This is not to suggest the literature in 
this area is totally devoid of any bearing to the laity 
social lifeworld, with actually Larson, Johnson and 
Freidson as exemplars. 
What is more promising of the power paradigm is its 
potential of being molded into a more action-oriented 
framework, inviting analysis of the way laymen's perception 
of professionalism is molded by means of profession-
clientele engagement in professional discourse. The rise 
of professionalism charts the changing contour of societal 
development. In a very significant way, the applied nature 
of professional knowledge also signifies the increasing 
enrichment of social knowledge among the less-knowing 
laity. Seen in this light, professionals are par 
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excellence in playing the role of cultural gatekeepers, 
thereby empowering the coitimon mind with a firm grasp of 
social reality. The development of the professions 
literature starts off with this vision of society and 
eventually radicalises along the power paradigm. Torres 
(1991) has presented a very sensitizing scheme in which he 
captures the different metaphors that have portrayed 
professionalism in one way or another. The above review 
has been in some way influenced by his conception. The 
trait model rests on the metaphor of professionalism as 
function and structure； the power paradigm, professionalism 
as process and interaction. A less discussed metaphor, 
professionalism as cognition, poses a theoretical link that 
can open up a new discourse on power paradigm, paying 
particular attention to the certification of expert 
knowledge. Thus said, a more subtle dimension of power 
relationship can be singled out. Power is here 
conceptualised as a micro-cognitive construct with 
structural foundation. The essential linkage between the 
macro-structural level and the micro-cognitive level is 
mediated in a "professional society" by the discourse of 
expert knowledge. Hence the agenda of reiterating 
knowledge with more conceptual rigor will be elucidated as 
a feasible approach to open up new integration between the 
trait and power paradigm as well as within the power 
paradigm itself, and also casting knowledge as a more 
action-oriented thread of connection bridging professions 
and the laity lifeworld. The agenda of a cognitivist 
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framework of the professions incorporating power and 
knowledge invites a more thought-provoking perspective of 
society conceptualises as discourse. A portrayal of 
professionalism in a discursive society must be first 
preceded by a discussion of how expert knowledge is able to 
register on social cognition in the form of social 
knowledge before power enactment is truly effective. 
The advancement of the level of analysis from 
discerning professionalism as process and interaction to 
professionalism as cognition incite rethinking power and 
esoteric knowledge in a professional society. Professional 
process and interaction incorporate the power dimension 
largely confined in an intraoccupational context. This 
conjures up a vision of the power process as part and 
parcel of the occupational phenomenon exclusively. 
Cognition, in contrast, has to do with each and every 
member of society, with particular reference to non-
professionals . It represents a space where professions and 
clienteles interact in symbolic terms. The currency which 
is used in this kind of transaction is professional 
knowledge, whereby knowledgeable men possess culturally 
recognised right to influence understanding of down-to-
earth phenomena and define sectors of social reality. 
Professional power conceptualised here infers that power 
not only can lead to market monopolisation but also 
"colonisation" of attitude formation, of public memory, of 
the social lifeworld. And hence the subtle dimension of 
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power. Professionals as more learned members of society, 
or simply called intellectuals, rely on their hard-earned 
symbolic capital (applied knowledge) to generate practices 
to communicate, which highlights the uniqueness of the 
professions as an occupational construct. 
As exemplified by well-established professions such as 
medicine, law and accountancy, it usually requires a long 
course of time to gradually rise to their present status. 
The historical development of an occupation to attain a 
full profession status well reflects the shaping of the 
structure of thought concerning that special area of 
professional service, from the first conception all the way 
to maturity and dominance. This echoes the fact that once 
a profession begins to gain acceptance and recognition, it 
tends to be culturally prevalent and persistent. Tracing 
the formation of attitude, belief, or structure of thought, 
then, holds the key towards understanding professionalism 
as cognition (Abbott 1988). 
Besides the historicity of attitude development, 
cognition may as well be construed as the construction of 
social knowledge derived from "cognitive rationality" 
(Turner 1987: 35), toned down into a more accessible form 
of knowledge to the common lot, disseminated through mass 
media learning channels and professional practices. Social 
knowledge reinforces the persistence of a collectively 
shared attitude, such that non-professional social actors 
28 
actually make use of their social-knowledge-based common 
sense to understand their lifeworld. 
That this socially constructed worldview 
represents the shared common understanding within which 
social actions take place. Berger and Luckman have 
examined extensively on this taken-for-granted social 
reality, maintaining that 
"the sociology of knowledge must first 
of all concern itself with what people 
know as 'reality' in their everyday, 
non- or pre- theoretical lives. In 
other words r commonsense 'knowledge' rather than ' ideas' must be the central 
focus for the sociology of knowledge. 
It is precisely this 'knowledge' that 
constitutes the fabric of meanings 
without which no society could exist" 
(1966:15, my emphasis). 
The social stock of knowledge exists as objective reality 
to the extent that it is just natural and pragmatic to act 
in accordance with the existing habitual way of thought 
(Holzner 1968)• Implicitly, this view of seeing 
commonsense knowledge as a constitutive element of the 
sociology of knowledge already hints at the discursive 
image of society. Discursivity not only refers to the 
language used but also the symbolic power of knowledge 
creators in fixing the cultural coordinates of public 
discourse and private lives. It is in this image that 
professional knowledge bears relations with social 
knowledge and public cognition. 
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Cognition, as Fleck (1979) views, is the result of 
social activity, not merely individual efforts.10 The 
coinmonsensical world of the laity which he calls "thought 
collective" is characterised by the underlying shared 
thought structures (interpretive cominunities) enhanced by 
the process of communication. Social constructionism has 
therefore three interrelated parts: knowledge, cognition 
and reality. In a nutshell, in the process of applying 
knowledge, professionals actually control the form and 
media of communication (be it direct or indirect), so that 
knowledge is socially constructed and plays the essentially 
constitutive role of shaping social cognition. As will 
already be clear, social construction of knowledge is 
illustrative of the "problematic" character of reality: 
things could have been otherwise (Wright and Treacher 
1982:9； Turner 1987:3). Admittedly, the construction of 
social knowledge implies the enactment of professional 
power. 
Along these three dimensions of cognition, if we are 
to ask intelligible questions of the professions that 
theoretically address the larger society in context, it is 
inevitable to have in mind an analytical space of society 
that is at once adaptive enough to track down the fluid 
character of power and knowledge, and also at the same time 
concrete enough to take both social structure and social 
interaction into account. A discursive view of society 
presents an analytical space that has the advantage of 
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addressing professionalism as cognition in a fashion that 
requires both social actors to engage in the same context 
of communication, thus unfolding the path of circulation of 
power and knowledge. 
Towards a cognitivist framework of the professions 
connotes an abstract space of society delineated by the 
boundaries of discourse within which the claims of 
jurisdiction takes place. Observable phenomenon are 
undoubtedly indicative of social facticity, yet intangible 
symbols, such as language, can be just as competent. The 
functionalist "trait " model of professions premise on a 
pregiven social structure； the power paradigm, albeit more 
sensitive to the negotiated result of a structure still 
accepts the macro-structural arena as the context of 
struggle. A discursive view of society supplements the 
missing link of how the acquisition of social structure is 
possible and how social interaction in power terms can 
sustain by means of unmasking the transparent role of 
language contributing to knowledge transmission via 
discursive production, 
Cicourel questions "how members of a society or 
culture make sense of, or assign sense to, their 
environment over time" is evident of how social order is 
possible (1970:136). He highlights the prominence of the 
"silent role" language plays and writes that "the problem 
of meaning for the anthropologist-sociologist can be stated 
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as that of how members of a society or culture acquire a 
sense of social structure that enables them to negotiate 
everyday activities" (1970:141). Acquiring a sense of 
social structure corresponds to the acquisition of language 
since early childhood socialisation. Language as 
communicative symbols are usually regarded as highly 
abstractf and yet the quotation above actually denotes the 
opposite: reification of the idea of a social structure has 
to be translated through the use of everyday language. It 
is in our daily discourse that the experiences of 
encountering professional services are shared. Fleck, 
aforementioned, maintains that a shared thought structure 
is made possible through communication. This echoes 
Halliday's idea that "the meanings that constitute the 
social context are realised through selections in the 
meaning potential of language" (1978:189). The importance 
of language discussed in this agenda points not 
specifically to the utterance of individual words but the 
structure of thought that it is able to reflect. 
More recently, perceiving society as a communicative 
action (discourse) is further elaborated by Brown. 
Tackling this metaphor at three levels of analysis, namely 
epistemological, theoretical and the relationship of theory 
and practice, it has an advantage of describing both 
"social structure and personal consciousness, both langue 
[language] and parole [speaking], in an integrated and 
consistent fashion" (1992:224). Discursive practices that 
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proliferate discourses also suggests that "social 
structures can be understood a structures of language and 
that these structures are invented through acts of speech" 
(ibid, p. 227). All in all, a language-based discursive 
society mediates the macro structural aspect of society 
with the experiences of everyday life. 
The discursive nature of social structure being 
highlighted above does not undermine the conventional 
conception of it. To confer shared understanding, 
discourse portrays only part of the cognitive milieu. For 
cognitive habits to perpetuate, discourses generated from 
this "bounded rationality 11 have to be situated in some 
discursive formation centers. Mary Douglas' analysis on 
the idiosyncratic identity of social institutions 
emphasises that 11 for discourse to be possible at all, the 
basic categories have to be agreed on. Nothing else but 
institutions can define sameness. Similarity is an 
institution" (1986:55). Extending upon this premise, she 
contends that institutions are the sites where information 
is processed, clarification is done and life and death 
decisions are made. Institutions are the building blocks 
of social structures where "public memory" is formed and 
stored to enhance social order (ibid, p.70). Thus by 
invoking a communicative action image of society, the 
discursive as well as the non-discursive aspects (that is, 
the various social institutions involved in the study of 
professions) are equally important in the final analysis. 
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Their interdependence charts the emergence of the "social 
nature of attitudes" (ibid, p.82), especially the social 
forces (in this case, power and knowledge) that contributes 
to shape them. Knowledge disseminated by experts through 
established channels in social institutions tend to 
crystalize experience into a long lasting cultural 
practice, further reinforced each time the "ritual" is 
repeated in discursive forms. In the same manner, the 
circulation of power can likewise be traced, and this time, 
in the form of cognitive power. 
Professionalism as cognition is sensitive in revealing 
the proximity of power and knowledge in the sense that talk 
itself is reflexive (Cicourel 1970)• This is not so much 
referring to the content of talk but to the way discourse 
is structured by embedded rules. It is the form that 
appeals. The utterance of speech is not accidental but 
elucidate of what constitute "proper" speech, what is 
allowed to be said, what is prohibit, under what 
conditions, and so on (Woolgar and Ashmore 1988)• Again, 
Brown is observant to point out that "politically, [the 
root metaphor of society as discourse] serves to reveal the 
ideological encoding of any discourse, thereby encouraging 
criticality and openness in public debate" (1992:224). In 
the discursive approach, reflexivity manifested on a 
"moral-political level". Indeed, language is not a 
natural, neutral fact of our common life. It is soaked 
with the relations of power, subtle and symbolic. 
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Reflexivity invites critical consciousness, constant 
reexamination of the social forces that reinforces the 
rigidities of discourses as they now exist, and therefore 
an action-oriented approach to unmask the less noticeable 
influence of professional knowledge and power on our 
system of thought. 
The formation of cognition arising from discourse is, 
needless to say, over a long period of time. Cultural 
dissemination of knowledge, attitude crystallization, 
transformation of private esoteric knowledge to 
public/social knowledge have all to do with systematic 
diffusion over time. Even the genesis of a profession and 
its subsequent rise to power involves a longitudinal 
scrutiny. Historical account is the very method employed 
by theorists of professionalisation. But to handle the 
constitutive interdependence of professional power and 
knowledge in a discursive society, simplistic 
straightforward historical analysis falls short as an 
analytical tool. As will be employed in a more full-
fledged fashion in the coming section, Foucault's 
historical method which he inherited from Nietzschean 
"genealogy" "pre-empts any claims for a unidirectional 
course of process" (Walker 1988:56). To talk of a 
genealogy of an event "is to seek the conditions for its 
emergence in discourse" (ibid, p.56). To consider 
professionalism as a cognitive activity and a cultural 
possibility, "genealogy" already implies the enactment of 
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power that influence the course of development of an event. 
In other words, historically instituted cultural practices 
(discursive and non-discursive) are vested with the modern 
form of power marked by discontinuities (Foucault 1972)• 
The systems of knowledge or structure of thought (episteme) 
produced by the servicing professions pass through 
processes, procedures and apparatuses where power travels 
in and through the production of discourses or "politics of 
the discursive regime" evolvement, as construed by Frazer 
(1981). 
The image of society as discourse outlined above in 
four dimensions are in some ways inexhaustively dealt with. 
Notwithstanding this deliberate brevity, the discursive 
image has the advantage of invoking a middle-range 
theoretical approach that accommodates the macro and micro 
analyses of professions.11 The most fundamental purpose 
still remains: to bring into vision a spacious image of 
society mediated by discourse in order to account for the 
constitutive interdependence of profession, knowledge and 
power, where power is embedded not only in cultural 
practices but also in cognition based on esoteric 
knowledge.12 An enterprise of this kind needs other sources 
that can equip the "modest genre" of the sociology of 
profession with a wider magnitude of horizon (Goldstein 
1984). Michel Foucault, a social historian, whose 
theoretically oriented interpretation of modernity and 
pioneer methodological framework captures the essence of a 
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discursive society, is introduced as a promising source of 
rejuvenation. It is to his ideas that we now turn. 
n 
Chapter II Foucault's Theoretical Contributions to the 
Study of Professions 
Foucault, in his account of the rise of Western 
civilisation, has in mind a concept comparable in magnitude 
to the sociological canon "profession" in the Parsonian 
analysis of contemporary capitalist societies (Goldstein 
1984; Dreyfus and Rabinow 1982) . This is the concept of 
"discipline", or "a new power to judge", detailly 
scrutinised in Discipline and Punish (1979), which he 
construed as a correlative component in the emergence of 
modernity. Initially recorded in The Archaeology of 
Knowledge (1972), "Foucault uses the term 'discipline' 
explicitly as the name of choice for those bodies of 
knowledge applied by the professions" (Goldstein 1984:178)• 
It proliferated further when he was writing The Subject and 
Power in 1982, using a more forceful term "new pastoral 
power" in lieu of the original concept (ibid, p.176). By 
"discipline", Foucault particularly refers to a body of 
knowledge claiming to have a scientific footing on ensemble 
of practices and discourses. The study of the human body 
as an object and as a subject as well as biological and 
social synchronise with the advancement of science itself. 
In fact, the unprecedented wonder demonstrated by science 
swept the faith of the people in that epoch and the effect 
can still be felt today. More importantly, the intrusion 
of a scientific attitude into newly emerged bodies of 
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knowledge colonises the development of the "disciples", 
gradually framing up a "structure of thought that men of a 
particular period cannot escape" (1972:191). 
"Discipline", being a modern invention of our epoch, 
differs from the mode of knowledge organisation in the 
premodern era. According to Foucault, episteme, or 
structure of thought, appears today as a point in the 
historical succession of many epistemes existed before. It 
is a kind of "world view", a commonly accepted attitude or 
way of perception shared by people as a collectivity. 
Today's episteme is managed by the professions and the 
right to manage it is based on a cognitive rationality of 
"discipline" • This "right" is a new form of power that has 
its root in the surveillance of the human body, "a 
technology of the body as an object of power" (Dreyfus and 
Rabinow 1982:134), or "bio-power" (Foucault 1979, 1980a). 
Professional power,1 seen in this light, is to create and 
treat "docile bodies" under the banner of "discipline". 
The distinctive cognitive quality constitutive of 
professions is therefore highlighted in Foucaultfs 
framework. Here, Foucaultcontribution is of a three-
pronged nature: one, the reinstatement of the importance of 
knowledge as an organising principle of a profession; two, 
the nature of disciplinary power as a "micro physics" of 
power, thereby further elaborate into power/knowledge 
(pouvoir/savior)； three, the discursive nature of non-
discursive domains, generally understood as social 
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institutions. 
"Power/Knowledge": Archaeology and Geneaology 
The discussion of "discipline" cannot be carried on 
without first preceded by an examination and appreciation 
of Foucaultmethod. Equally provocative as his usage of 
concepts is his unconventional application of method that 
"has made the well-trodden terrain suddenly unfamiliar" 
(Goldstein 1984:171). Preoccupied by the precarious edge 
between madness and reason, at his early career Foucault 
developed his method of inquiry by charting the development 
of the human sciences, particularly the newly emerged ones 
such as psychology, psychiatry, criminology, sociology, and 
so on. He called his method "archaeology", which is a 
historical account of the "conditions of existence" of a 
body of knowledge by uncovering the rules that govern the 
emergence of "serious speech acts" (Dreyfus and Rabinow 
1982:49) that organise into "discursive formations" 
(Foucault 1971, 1972)• Generally known as a theory of 
discourse or discursive practice, discursive formation is 
a body of knowledge exhibiting regularities of "serious 
speech acts", or simply, statements. The rules governing 
the utterance of statements elucidate the contextual 
character of knowledge. "Archaeology describes serious 
speech acts only in so far as they fall within this space" 
(Dreyfus and Rabinow,ibid). Put differently, 
"archaeological analysis" understands statements as a 
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unified rule governing system belonging to a body of 
knowledge that experiences dicursive transformations in 
the course of time. 
The prominence of studying these "serious speech acts" 
that evolve into a discourse is the fact that these rule-
governed statements will eventually claim to become 
knowledge. Foucault writes that 
"statements are not, like the air we 
breathe, an infinite transparency; but 
things that are transmitted and 
preserved, that have value, and which 
one tries to appropriate; things 
that are duplicated not only by copy or 
translation, but by exegesis, 
commentary, and the internal 
proliferation of meaning" (1972:120) 
The centrality of rules is clear in this quotation. The 
ramification of a discourse is not random but systematise^ 
with unconsciously applied rules: rules permitting certain 
statements to be made and prohibiting others to do the 
same ； rules identifying true and false statements； rules 
that classify, modify and transform, and so on (Philp 
1985)• Everything considered, these make possible a field 
of knowledge. In the analysis of a discursive formation, 
Foucault describes four categories to be studied, namely, 
objects, subjects, concepts and strategies. The successful 
deployment of them constitutes a totalising discourse that 
pre-empts the competition of comparable potential 
discourses. 
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The archaeological method employed by Foucault places 
special emphasis on the discursive aspect of society. 
Language, speech acts, texts are his major areas of 
concern. Defining the object to be studied is of utmost 
importance. A discursive object groups similar statements 
into a discursive formation and concurrently speech acts 
produce the object they speak. Likewise, the use of 
discursive concepts purports to give discourse its unity 
while it is also characterised by internal transformation. 
Obviously the structure of a discourse is, on the one hand, 
governed by the rigidities of rules, and on the other hand, 
constantly undergoing vicissitudes. 
Essentially, two points have been hinted. Firstly, 
social reality is discursively constructed. A discursive 
field that eventually claims to be a body of knowledge 
constructs the object to be understood, the concepts to be 
used and the strategies to be employed, and hence the 
importance of discursive practices. Archaeology, thus put, 
is "a task that consists of not treating discourses as 
groups of signs but as practices that systematically 
form the objects of which they speak" (1972:49)• Secondly, 
the rules uniting the performance of discursive practices 
into forming a discourse make possible the existence of a 
distinctive structure of thought or episteme preciously 
mentioned briefly. An episteme, in Foucault's words, is 
"the total set of relations that unite, 
at a give period, the discursive 
practices that gives rise to 
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epistemological figures, sciences and 
possibly formalised systems ； it is 
the totality of relations that can be 
discovered for a given period, between 
the sciences when one analyses them at 
the level of discursive regularities" 
(1972:191). 
In more everyday language, episteme may be constructed as 
cultural attitude or the acquisition of social knowledge. 
Together, these two points highlight the persistence of 
cultural practices and attitude formation as influenced by 
discourse. 
Besides discursive practices and discursive formation, 
Foucault's advances in methodology in his later works is 
grounded in his discussion of "discursive relations". The 
fact that we talk about a space in which a discursive 
formation is possible implies where the boundary is to be 
delineated. Discursive relations are "at the limit of 
discourse: they offer it objects of which it can speak, 
they determine the group of relations that discourse 
must establish in order to speak of this or that object, in 
order to deal with them, name them, analyse them, classify 
them, explain them, etc." (1972:46). However, the limit or 
boundary of discourse should not be taken too narrowly. It 
not only refers to internal relations within a discourse 
(for instance, between objects and concepts), but also 
relations between discursive practices and non-discursive 
domains and social practices which can also form discursive 
objects (Dreyfus and Rabinow 1982； Smart 1985) . Examples 
of non-discursive domains and social practices are social 
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institutions such as economic relations, political 
institution, education system, judiciary system, "behaviour 
patterns, system of norms, techniques, types of 
classification, modes of characterisation"(1972:45), and so 
on. That is, all situations that are not directly 
linguistic but which provide the context where discursive 
formations exist , and summing them up will form into non-
discursive relations. 
Largely a marginal matter in archaeological analysis, 
the role of non-discursive domains is that discourse must 
find a site on which it can be "articulated" and 
"sustained" (Dreyfus and Rabinow 1982:66)• Non-discursive 
domains serve as a coherent social background (non-
discursive relations) that surround discourses. 
Nevertheless, discourse still maintains its primacy and 
organises subsequent practices, thus cohering the whole 
system into a discursive unity. The reference made to non-
discursive domains is only dealt with briefly, and the 
substantial content of discursive relations between 
discourse formation and non-discursive domains and 
practices is even more superficial. This marginality in 
archaeological analysis will replace the importance of 
exclusive discursive formations. 
The constitution of a body of knowledge into a 
"discipline" and eventually practice by professions 
requires the complementarity of discursive formation and 
44 
the functioning of non-discursive domains. The question 
then becomes: who controls the formation of discourse and 
regulates the performance of institutions ？ The abstract 
analysis of discursive formation then transforms into a 
more sociological approach of how discourses situate in 
the interplay of institutional dynamics. Explicitly, the 
problem of power is addressed: the gatekeepers of knowledge 
can manipulate and control the production of discourse and 
certification of knowledge. In Foucault's inaugural 
lecture at the College de France in 1971, he said that the 
new epoch of modernity is characterised by "a will to 
knowledge which imposed upon the knowing subject -- in some 
ways taking precedence over all experience 一- a certain 
position, a certain viewpoint and a certain function, a 
will to knowledge which prescribed the technological 
level at which knowledge could be employed in order to be 
verified and useful" (1971:10). On the same occasion, he 
also acknowledges the continuous relationship between 
archaeology and genealogy. 
"Critical and genealogical descriptions 
are to alternate, support and 
complement each other. The critical 
side of the analysis deals with the 
system's enveloping discourse； 
attempting to mark out and distinguish 
the principles of ordering, exclusion 
and rarity in discourse. We might, to 
play with our words, say it practices 
a kind of dogged detachment. The 
genealogist side of analysis, by way of 
contrast deals with series of effective 
formation of discourse: it attempts to 
grasp it in its power of affirmation, 
by which I do not mean a power opposed 
to that of negation, but the power of 
constituting a domain of objects, in 
45 
relation to which one can affirm or 
deny true or false propositions" (ibid, 
p.12, my emphasis).2 
Archaeology analysis in this case appears to be ill-
equipped to take the larger societal context into the 
account of power and knowledge, and calls forth the 
emergence of genealogical analysis. 
Genealogy is an ambitious project to chart the 
discontinuous contour of historical epistemes development 
that Foucault inherits from Nietzsche. His usage of this 
term embodies worldviews and complicated philosophies, 
therefore, a selection is made here to present only the 
sociologically relevant materials. In his article Two 
Lectures, Foucault writes "if we were to characterise in 
two terms, then 'archaeologyf would be the appropriate 
methodology of this analysis of local discursivities, the 
subjected knowledges which were thus released would be 
brought into play" (1980a:85). Clearly, while archaeology 
is concerned with localized "discursive formation", 
genealogy is concentrated on udiscursive regime, of the 
effects of power peculiar to the play of statements" 
(1980b:113, my emphasis). To understand the sociological 
implications of genealogy to the study of professions, we 
must begin where Foucault relates genealogy with the 
emergence of modern society. 
In an essay entitled Nietzsche, Genealogy and History 
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(1977), Foucault agrees with Nietzsche that history is not 
an uninterrupted continuity of events. Rather, it has been 
marked by ruptures, fissures and discontinuities, the 
underlying theme being who controls what kind of power at 
what time. "In a sense, only a single drama is ever staged 
in this 'non-place', the endlessly repeated play of 
dominations it is fixed, throughout its history, in 
rituals, in meticulous procedures that impose rights and 
obligations. It establishes marks of its power and 
engraves memories on things and even with bodies" (p.150). 
The opening up of modern society is synonomous with the 
augmenting will to power. The modern epoch is 
characterised by the rise of the human science and an 
increasing interest in the manipulation of the body. 
Knowledge concerning these various disciplines accumulate, 
and those who have exclusive knowledge of the human body 
possess power that is denied to the less-knowing subjects. 
The growing interest of the study of the human body 
give rise to Foucaultfamous conception of power, that 
modern power is not power generated from external social 
structures (eg., economic, political) but from everyday 
social practices, or known as "micro-physics" of power. By 
this he means "the social practices which comprise everyday 
life in modern society. This positive conception of power 
has the general but unmistakable implication of a call for 
a politics of everyday life" (1980b:114). It is "local, 
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continuous, productive, capillary and exhaustive" from 
within the human body and mind, therefore the more 
difficult to detect its existence and effect on our 
everyday life (Frazer 1981:276). In The History of 
Sexuality (1978), Foucault refers to the same kind of power 
in another name, "bio-power". A new type of science, or a 
technology of the body, gradually dominated the lifeworld, 
has its root in the formation of disciplines. It is the 
manipulation of the "docile body" that is of interest to 
the owners of "disciplinary power". A detailed analysis of 
"discipline" will be discussed in the next section, and a 
prefix here is sufficient for the purpose of connecting the 
genealogy of power with the genealogy of the "disciplines". 
The genealogy of modern power is hence inseparable 
from the rise of knowledge that claims to understand the 
human body. Together, power and knowledge enwrap each 
other and establish into a new mixture, called the 
"politics of the discursive regime" (1980b:118). Of course 
Foucault is preoccupied with not just any kind of 
knowledge, but particularly scientific knowledge. 
Continuing with his archaeological analysis of the 
episteme, he again affirms "knowledge as perspective" 
(1977:156). In the same place he writes, "through this 
historical sense, knowledge is allowed to create its own 
genealogy in the act of cognition" (ibid, p.157). 
Knowledge is problematic. It represents a regime of 
domination. Taken at the extreme, it even defamiliarises 
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us from the obvious, and replaces by "professional 
knowledge" that claims to comprehend social reality. 
Radicalisation to this extent may yield controversy, but 
nonetheless, Foucault poses an unconventional scenario of 
how applied knowledge can make a difference to our lives. 
Parallel to power and knowledge, an equally essential 
element in the genealogical method is the network of 
institutions and apparatus (dispositif)• As commented by 
Dreyfus and Rabinow, "although [Foucault] is increasingly 
concerned with what is commonly referred to as 
institutional analysis, his focus is never institutions per 
se; it is the growth of technologies of power" (1982:13). 
Given that his conception of modern power is micro in 
nature, then there must exist a corresponding set of 
cultural practices that meet the needs of the exercise of 
power and knowledge simultaneously upon the body. In the 
introduction to the archaeological method, he briefly 
touched upon the this matter and labelled it "non-
discursive domain and practices", now in genealogy he calls 
it by a more proper name, "apparatus". By this a picture 
of totality is born: each individual institution and 
cultural practice performs in a coherent manner to organise 
social reality. Foucault sums this up succinctly: "[it] is 
to move less towards a theory of power than toward an 
analytics of power: that is, toward a definition of a 
specific domain formed by power relations and toward a 
determination of the instruments that will make possible 
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its analytics" (1978:82). 
The genealogical method draws our attention to the 
issue of the relationship between knowledge and power as 
well as the historical social context in which they arise. 
By the same token, the genealogy of the "discipline" 
(profession) can likewise be traced using the grid of 
analysis that the genealogical method provides. While 
non-discursive apparatus is the focus of analysis, the 
production of discourse in this context is equally 
emphasised, thus presenting a more spacious analytical 
sphere encompassing the discursive and non-discursive 
aspect of society. It is to put these into a properly 
sociological key that reveal the "history of the present". 
"Disciplines" and "Disciplinary Society" 
As a continuous process of Foucault's methodological 
advancement, the concept of "discipline" can be discerned 
as bridging the realm of discourse in the archaeological 
analysis to the realm of power in the genealogical 
analysis. Discursive formation makes possible a field of 
knowledge, and it must be localised in a non-discursive 
domain where it can sustain and proliferate, hence requires 
ritualistic cultural practices. The constitution of a 
discipline is inseparable from the increasing firm grasp of 
power, both in discursive domains and non-discursive ones. 
Attitude shaping needs as much time as the accumulation of 
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knowledge and they sum up to an effect on cognition that is 
further propelled and substantiated in social institutions. 
The concept of "discipline" enriches "profession" in 
one significant aspect. Unlike "profession" in the 
sociological sense which obviously denotes the 
practitioners of a body of esoteric knowledge, "discipline" 
is concerned with the conditions of the recipient of the 
services administered by these practitioners. In The Birth 
of the Clinic, it starts off with a description of a 
hysteric under curation and treatment. The picture 
depicted is inhumane, and hereafter more episodes are 
recorded to reveal similar conditions of patients in 
clinical settings. In Discipline and Punish, Bentham's 
"Panopticon" is cited as the archetype of a disciplinary 
technology. It is a device applicable to a number of 
discursive institutions, where confined individuals are 
under close surveillance. This means the traditional 
approach of the sociology of professions and the 
Foucauldian "discipline" perceive the same phenomenon from 
two distinctively different yet related vantage points. 
This contradistinction lays fundamental groundwork for the 
scrutiny of knowledge-in-action. 
The difference can also be attributed to the 
fundamental issue of initial conception: "profession" in 
the sociological sense is put forward (especially by 
Parsons) as a theory to account for the changes in the 
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occupational structure and its subsequent contribution to 
the stability of society; "discipline" in the Foucauldian 
enterprise is plainly an occupational group. In The Birth 
of the Clinic, the medical profession shapes medical 
perception and control its transformation. "For the doctor 
--defines not the mode of knowledge, but the world of 
objects to be known" (1975:x). In Discipline and Punish, 
the issue is even more starkly put: "these methods, which 
made possible the meticulous control of the operations of 
the body, which assured the constant subject of its forces 
and imposed upon them a relation of docility-utility, 
might be called a 'discipline' 11 (1979:137) . In the same 
occasion, he also reasons: "a 'political anatomy7, which 
was also a 'mechanics of power' t was being born； it defines 
how one may have a hold over others' bodies, not only so 
that they may do what one wishes, but so that they may 
operate as one wishes, with the techniques, the speed and 
the efficiency that one determines. Thus disciplines 
produce subjected and practiced bodies, 'docile' bodies" 
(ibid, p.138)• And who could these people who can exercise 
power on the body and defines situations be, if not the 
professionals? Unconventionally, Foucault is more 
concerned with the actual practices of the professionals 
and their effects upon whom power is exercised. 
To conceptualize professionalism as cognition, a 
"discipline" should be understood in the context of a 
"disciplinary society" marked out by discourse circulating 
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between professions and clientele. The previous quotation 
conveys the character of this type of society. An 
epistemological shift is indicated by an ever increasing 
interest of the human sciences (social sciences) on 
constituting the body as an object of knowledge 
accumulation if possible rests with the meticulous control 
of power to produced "docile bodies". In medical science 
(eg. psychology, psychiatry), clinics and hospitals are the 
very places where patients are confined, examined and 
treated. The belief that medical knowledge is grounded in 
strict observation and examination generated from these 
institutional setting registers the modern epoch its 
contemporary tone. Similarly, behavioural sciences (eg. 
criminology) devotes as much attention to the correction of 
misbehaviour by ways of absolute confinement of the 
subjects in prison. The earlier mentioned "Panopticon" is 
elaborated by Foucault as a critical point of departure 
denoting the most representative paradigm of bio-power. 
The bodies of knowledge arising from these settings 
gradually strengthen into various human "disciplines". 
What interests Foucault most is the flexible application of 
this architectural figure. It can be a factory, a school, 
a prison, a hospital and whatever institution that 
surveillance is opt for, hence his image of society is 
interdisciplinary and power-vested. To this extent he 
writes 
"On the whole, therefore, one can speak 
of the formation of a disciplinary 
society in this movement that stretches 
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from the enclosed disciplines, a sort 
of social ^quarantine', to an 
indefinitely generalisable mechanism of 
'Panopticon7. Not because the 
disciplinary modality of power has 
replaced all the others； but because it 
has infiltrated the others, sometimes 
undermining them, but serving as an 
intermediary between them,linking them 
together, extending them and above all 
making it possible to bring the effects 
of power to the most minute and distant 
elements. It assures an infinitesimal 
distribution of the power relations" 
(1979:216, my emphasis). 
A "disciplinary society" is, then, a complex network of 
localized "connection between bodies, space, power and 
knowledge", an unprecedented "new form of continuous 
administration and control of everyday life" (Dreyfus and 
Rabinow 1982:192). 
Foucault argues that "the formation of the 
"disciplinary society" is connected with a number of broad 
historical process--"economic, juridicio-political and 
scientific" (1979:218). These social forces and 
categories are recognised by sociologists. The scientific 
process signifies that every fact is objective, and by the 
same token, facts derived from the observation of the human 
body are objective too. "At this point, the disciplines 
cross the ' technological' threshold ； they 
become apparatus such that any mechanism of 
obj ectivication could be used in them as an instrument of 
subjection, and any growth of power could give rise to 
possible branches of knowledge" (1979:224). This 
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"technological system" enables the interdependent circular 
process of knowledge formation and power enactment, which 
Foucault is most critical of (cf. Gordon 1980, p.244-247). 
Upon closer examination, the genealogy of modern 
society evolves mainly from a logistic of social practice.3 
Power in knowledge may still sound abstract,but power in 
the form of practices will prove to be more visible. As 
aforementioned, power is micro-physics of power, a process 
branching out from the cellular units to the 
macrostructural units, thereby more akin to the level of 
day-to-day-operation. By rejecting that power is only 
restricted to the political and economic arenas, Foucault 
anchors his arguments by localising with specific 
institutions, and when each of these individual component 
functions its mode of surveillance, then a disciplinary 
technological system is truly effective. In other words, 
power is not in one institutional setting but cohered 
together in a network, thereby more meticulous and 
inescapable. The line of logic becomes: knowledge 
constitutes a discipline, and knowledge also breeds power. 
They all mingle together and manifest in unison in the form 
of "disciplinary technology". 
The connotation of "disciplinary technology" is its 
systemness and emphasis on techniques. Systemness is the 
summation of the discursive relations plus the non-
discursive relations. Techniques, essentially, refer to 
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the set of cultural practices, which Foucault more aptly 
labels "apparatus" (dispositif). As wide a horizon as the 
concept "episteme" (structure of thought), which the term 
only denotes the discursive-cognitive aspect, "apparatus" 
is more appropriately employed in the genealogy of 
discipline because it encompasses discursive practices as 
well as non-discursive practices. Elements comprising an 
apparatus includes "discourse, institutions, architectural 
arrangements, regulations, law, administrative measures, 
scientific statements, philosophic propositions, morality, 
philanthropy, etc" (1980c:194). Disciplinary power 
circulates throughout this entire network, no wonder that 
Foucault calls his dispositif as the "grid of analysis" 
(ibid, p.199)• 
Through the various components of the apparatus, 
professions utilize different channels to disseminate and 
apply knowledge to the lay fellowmen, organise their 
perception of social reality, and so on.4 Disciplinary 
apparatus bridges "theory and practice, text and context", 
as "discipline" itself related discourse and power 
(Goldstein 1984:178). The question that follows is: how is 
the disciplinary apparatus able to link professional 
knowledge with actual practices ？ Foucault's answer to this 
question is less specific. In fact, this question is most 
crucial to the issue of cognition and social knowledge. 
The key to unlock this blackbox is to isolate several 
arenas where jurisdictional claims can be made by a 
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profession. Each of these arenas consists of its 
discursive and non-discursive elements, and they 
orchestrate in unison as "apparatus". They are namely the 
educational system, the legal arena, political arena, the 
workplace and the public arena.5 
"Disciplinary Apparatus" and Arenas of Jurisdictional 
Claims 
Professional knowledge is esoteric because it 
undergoes a prolonged period of serious accumulation 
process involving techniques and abstract theories 
incomprehensible to non-professionals. Having undergone a 
series of knowledge accumulation process, a "discipline" is 
formed, and people who aspire to become members of the 
profession need to receive strict intensive training before 
they are allowed to practice. The obvious site where this 
process is possible is the school, or precisely, 
university. Members of this kind of educational setting 
can be further divided into researchers and practitioners. 
Theoretical knowledge or formal knowledge (Freidson 1986) 
is generated through research which provides the every 
substance of discourse. In the Foucauldian sense, the 
constitution of the object of study, the concepts designed 
to achieve understanding and the strategies of study are 
components that makes possible a body of knowledge 
available for discourse. On this basis, educational 
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training in universities enables student-professionals 
training to equip themselves with necessary knowledge and 
skills, such that they can apply in their practice to their 
clients both in discursive and non-discursive manners. 
Reciprocally, professional practices also yield valuable 
empirical experience that can rejuvenate research and 
provide new insights, thereby generating new knowledge and 
discursive formation. Hence, pure academic research, the 
education of would-be-professionals and actual practices 
comprise an intricately supporting network. 
Professional knowledge arising from the higher 
educational institutions is supported by the credential 
system. In a society of meritocracy, a prove of competence 
in a particular special field is without doubt complemented 
by the gaining of occupational credentials conferred by 
higher-learning institutes. A credential symbolises 
cognitive power: it indicates the right of its owner to 
speak on behalf of the subject. Authorship as a 
"principle for the organisation of discourse" entrust 
people to confide in the service-ideal of professionals 
and also their interpretation of knowledge (Larson 
1990:33). A credential helps to establish its owner to a 
privileged social status as well as cognitive superiority 
to the lay public. The most distinguished of its 
beneficiaries include the well recognised professions of 
medicine, law and university teaching. The educational 
institutions plus the credential system cohere as a non-
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discursive domain facilitating the production of discourse 
and power by means of creating , disseminating, licensing, 
employing, and legitimating knowledge that makes an impact 
on social cognition. 
The second arena is the legal system, which does not 
directly produce knowledge but restricts the type of 
knowledge to be disseminated, in black and white terms. As 
have been demonstrated by many western countries, the 
dominance of a profession is highly correlated to the 
degree of support offered by the state in legislative 
terms. This may include an exclusive right to practice in 
a professional field, thereby monopolising the market. 
This leads to the difficult accessibility of choices to 
the public, simply because potential competitors who aspire 
to provide similar services find it unfavourable to act in 
their own rights. The legitimate status of practicing in 
a professional setting is also strictly prohibited to 
unrecognised individuals. They may be people of less or 
even incompatible qualification who demonstrate similar 
ability. The control over work settings and market are 
non-discursive in the fact that legal documents objectify 
these practices which is illustrative enough to the 
public's understanding. Rules and norms regarding the 
participation of this professional game is laid down in 
practices• 
Nonetheless the legal arena is also discursive in the 
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sense that it creates legal language that can be learned by 
the non-professional public. Such language includes the 
proper addressing of an occupational title the related 
jargon used on the job, the employment of certain 
techniques, the naming of tasks and objects, and so on. 
Proper names and concepts are discursive each time they are 
repeated in a discourse, and it becomes a cultural 
practices to reserve them to the particular law-protected 
profession. Cognitive power is transmitted in the taken 
for granted, state-legitimised discursive formation. The 
legal arena is a more rigid place where discourse is 
produced, and therefore the more persistent the trust is 
able to continue. That is why professions at their early 
stage of cultivation is keen at establishing favorable 
relations with the state. It needs the state to recognize 
its professional status, occupational credentials and most 
importantly to grant it market power. 
The political arena is closely associated with the 
legal arena. Apart from them both being incorporated under 
the same state apparatus, they are also interactive. 
Generally known as the thinktank of government agencies, 
professionals are often asked for advice in social planning 
and administrative matters. They commonly form onto 
"advisory committees" to provide expert evaluation and 
recommendation regarding professional concerns. The agenda 
of policy making are often manipulated by professional 
power in the political structure. Experts in governmental 
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position define areas of problems, disseminate information 
for public comprehension and usually provide methods of 
resolution. These actions provide raw materials for further 
discursive production. Advisory capacities and social 
policy design are the basic non-discursive practices that 
establish the first of a series of linkages in proximity to 
the everyday life of each member of the general public. 
Abbott remarks that "the legally established world of 
professional jurisdiction exaggerates the rigidities of 
discourse" (1988:63). Indeed, the professionals in the 
political structures of the state distinctively separates 
the professional realm from the lay realm, the latter whom 
power is exercised upon. This situation is similar in the 
educational arena where we call trained experts 
"professionals" and the rest "non-experts". The dichotomy 
firmly delineated is obvious in these two instances, and is 
ubiquitous in most capitalist societies. 
The workplace is a tricky arena. It has been widely 
accepted that when knowledge is applied in practice, it is 
often distorted or modified (Freidson 1986)• At the micro 
level of practice, direct encounters with clients in 
workplace settings involve face-to-face communication where 
practitioners often have to deal with contingencies. 
"Cookbook" knowledge is often inflexible to react to 
changing circumstances. The workplace becomes a social 
situation that is at once an ideal place to apply learned 
knowledge and also an arena of reacting to un-uniformed 
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individual circumstances. The discrepancy exists such that 
practice must be flexible enough in coping. Face-to-face 
encounter with clients is the most direct way of combining 
discourse (knowledge) and non-discursive practices. 
Excellent exemplars can be found in the settings of medical 
consultation and seeking legal advice. They involve 
catering for the individual need, and sometimes the 
exercise of power over the definition of social reality in 
these cases can be of greater impact in than non-face-to-
face interactions. This can be done by way of using 
jargons and concepts to influence the clients cognitively 
and eventually gaining jurisdictional claims over the task. 
Apart from micro situation, the workplace is also a 
macro structural one. Modern professionals are more and 
more employed to work in complex organizations. An 
organisation in the market symbolises unity of a profession 
and also homogeneity of quality of the members involved. 
The hospital is the most frequently cited example in that 
it is multi-functional: a teaching unit for post-clinical 
doctor-student, a research unit and , of course, a healing 
center. These components signify a control of procedures 
in work. There is usually little dispute over who is 
responsible for what task or how to construct the content 
of the task. Only the qualified practitioners and allowed 
to work in recognised establishments, excluding 
contamination by charlatans. Referral system common to 
professional practice is an important means to connect 
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individual members of the profession. It has an effect of 
securing a market closed to competitors of similar aspiring 
professions. A predictable pattern of work thus conceived 
emerges as a durable structure in the market, stimulating 
discourse at the micro and macro levels of practice. 
The last arena, which can be understand as a 
manifestation of summative effects of the previously 
mentions arena, lies in the public sphere. Precisely, it 
is the public opinion about skilled acts. Public opinion 
reflects prevailing attitude of the population and has a 
culture of its own. Professionals know too well that 
maintaining the confidence of the people is the basis on 
which further control can be advanced. When it is seen in 
the light of acting as a part in the disciplinary 
apparatus, it is conceived as a "persuasive activity" 
(Abbott 1988:60), a manifold ramification of power within 
the boundary of the public. 
In our age of skyrocketing advancement in mass media 
techniques and channels, more often do we find 
professionals using such non-discursive practices to build 
their public image.6 Esoteric language of professional 
knowledge is toned down to a more comprehensive level, 
supplying the public with "necessary" vocabularies and 
terminologies to engage in discourse. The dissemination of 
knowledge on a massive scale is efficient to educate a 
whole lot of people at one time, thereby accelerating the 
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formation of public opinion. To familiarise the lay public 
with the task the experts are doing, different means of 
mass media are employed: television programs, radio 
broadcasting, advice columns of newspaper and magazines, 
public forum and exhibition and the like. Through these 
non-discursive channels, professionals "educate" the public 
on areas of cognitive fields about what is to be known, 
what objects and themes to speak how professionals deal 
with them and the responsibility of the public to 
cooperate. 
Public opinion is also a product of the rhetoric. 
Competing paradigms of a cognitive field, in the end, is 
dominated by one single problematic. The winner thus owns 
the right to define within its boundary what constitutes 
legitimate knowledge, by promoting its own superiority and 
denouncing others'. This works hand in hand with the legal 
arena and the market. Paraprofessions that cannot 
withstand the competition gradually contracts to a minor 
branch or even dies out. An expulsion of this kind is 
effective in cutting down the choices available to the 
public, facilitating public opinion to be formed in the 
conventions within the norms of the dominant paradigm. The 
nature of discourse about jurisdiction must therefore be 
defended and regulated. The agenda-setting function of the 
public arena limits the diversity of discourses. 
The public arena in the disciplinary apparatus induce 
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a normalising effect. By normalising Foucault means 
counter-opinions and anomalies are resolved by means of the 
invisible dominance of common definition of goals and 
procedures set out by the experts, curbing the emergence of 
deviant cases (cf.Dreyfus and Rabinow 1982, p.197-202). 
Manifestation of normalisation is more explicit in 
scientific cognitive fields such as medical science where 
objective claims can be conveniently made. Normalising 
society is characterised by the laying down of rules and 
conventions of the episteme, which then habitually being 
employed by the general public. Gradually this builds up 
into a paradigm of thought further proliferate in 
discourse, whereby counter-discourse from other paradigms 
are less receptive. Normalizing is the ironing out of 
anomalies, propelling conventions and conditioning 
cognitive contours. Its subtle power in our cognition is 
all the more difficult to detect. 
Foucault's idea of disciplinary apparatus offers a 
genealogical grid of analysis of the organising trends in 
a professional society. The contrivances of power function 
in a system of relations to the effect of disciplinary 
totalising. The apparatus coordinates four axes of 
analysis: discursive and non-discursive ； power and 
knowledge; cognitive understanding and social practices in 
institution; professions and lifeworld of laity. This 
framework proposes a more complex method of power analysis 
pertaining to knowledge as an exclusively valuable asset to 
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professions qualification. 
An interpretive framework that has been construed so 
far, to summarise, can be recaptured in three principles. 
First is the utmost importance of esoteric knowledge to the 
constitution of professional power. This is all the more 
noticeable when the core production of it profess to be 
scientific. Secondly, when power and knowledge are so 
close neighbours, professionalism is enacted as a 
particular type of rationality, a certain knid of social 
reality defined by professionals enforced on the general 
public. Thirdly, the social structure and cognitive 
structure of professionalism conincides so as to engine the 
circulation of power/knowledge by means of discourse that 
forms an essential component of the larger milieu of 
social practice. As such, a professional discourse is 
produced and reproduced by the joint effort of professional 
practice and lay perception as a continous process of 
social constructionism. 
An interpretive case study of the Hong Kong medical 
profession will be presented in the next three chapters to 
give an empirical flavour to the present framework. 
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Chapter III The Hong Kong Western and Chinese Medical 
Professions 
It should be stated clearly at the outset that the 
medical profession in Hong Kong is chosen here for scrutiny 
from a Foucauldian point of view due to pragmatic reasons 
rather than normative ones.1 Pragmatic - the dual medical 
systems in Hong Kong explicitly demonstrate a field of 
debatable area of concern consisting of two almost 
incommensurable paradigms in hostility over a century. The 
choice here does not reflect preference of one kind of 
medicine over another. Though, inevitably, evaluation on 
the creation and utilization of the dominant mode of 
medical knowledge invites criticality, especially in this 
case where a cultural hegemony is so obvious. It is 
therefore the mode of knowledge production that is the 
protagonist rather than the efficacy of each medical 
system.2 A reminder is helpful here that the professional 
practice and the way knowledge is organised to bring about 
the power/kmowlege effect that is emphasised over the 
tedious contents of scattered discursive incidents. Having 
said this, the first task at hand is to illuminate the 
specificity of the operation and transformation of medical 
discourse in the light of the wider context of Hong Kong's 
health care system. 
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The General Scenario and Some Theoretical Highlights 
A health care system, as defined by Lee, refers to "a 
set of ideas, practices and organizations which have been 
developed to deal with problems of health and illness in 
the society" (1982:629). Hong Kong's health care system, 
like many developing East Asian countries, exhibits a state 
of coexistence of two medical traditions, labelled as 
medical dualism or more precisely, medical pleurism. A 
dual medical system usually means the dominance of Western 
bioxnedicine, complimented by the Eastern culture's own 
indigenous health care practices albeit in a far inferior 
structural status. In Hong Kong's instance, the populace 
utilizes modern medicine as the major mode of health care 
service while it is common that traditional Chinese 
medicine is frequently resorted to. The latter is trusted 
in not only because of its historically-proof efficacy for 
healing but also for everyday tonic care, as have been 
repeatedly reflected in several survey findings over the 
past two decades (Lee 1972; Lee and Cheung 1989; Wong 
1991). 
While the historical condition of each East Asian 
country has her own specificity, it is nevertheless still 
possible to make sense of their shared medical-structural 
phenomenon on a common basis. At the turn of this century, 
Western scientific medicine thrives due to its connection 
with the progress in science and technology. Techno-
scientific "take-off" not only modernizes the West but also 
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has its influence exported to the Eastern countries. The 
megatrend of escalating faith in Western science becomes so 
widespread that many traditional beliefs and practices are 
either considered obsolete or absorbed into scientific 
disciplines, with biomedicine being the most notable of all 
professions due to its claim on scientificity (Croizier 
1968; Lee 1974). To develop scientific knowledge is 
synonymous with national power. The reign of scientific 
ideology has been referred to as an indicator of 
modernization. (Topley 1975; Lee 1975b, 1982; Quah 1989; 
Velimirovic 1990)• To modernize on a national scale is 
without doubt the role of the government. Western 
biomedicine has been a chief beneficiary from the policy of 
the state such that an institutionalization of a scientific 
public attitude towards Western medical technology is 
reinforced. In fact, the varieted names given to Western 
biomedicine indicate from different angles the 
configuration of its impact. Besides "scientific" in the 
sense that it is premised on natural science as a measuring 
rod, it is also "organized" which means it has the full 
mandate from the state to develop systematically and 
institutionally. The establishment of an objective 
standard in personnel training and servicing reproduces the 
structure. To this extent Western biomedicine is superior 
structurally as well as functionally (Lee 1975b, 1982)• In 
addition, with reference to its widespread influence the 
title "cosmopolitan medicine" is earned which denotes the 
geographical coverage from West to East, developed to 
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developing countries and also urban to rural (Dunn 1976)• 
More often than not, biomedicine has been referred to as 
"modern" medicine. Modern, as opposed to traditional, 
magical or folk medicine, signifies a transition of 
societal development towards rising consciousness and 
enlightenment. Science as the new inspirant of knowledge 
base as applied to medicine redefines the ideas and 
practices in the medical sector that is distinctively 
different from the relatively disorganized and backward 
indigenous customs. The idea of progress is implied. As 
a contextual element, the tradition - modernity transition 
provides an index of medical technique improvement traced 
through the emerging body of scientific knowledge applied 
to society. 
Hong Kong is no exception. The fact that Hong Kong is 
a British colony since 1841 is an important background in 
understanding her development of the health care sector. 
As a Chinese society at the outskirt of the Mainland, 
traditional Chinese medicine was the primary mode of health 
care before the turn of this century. Only after a few 
decades of colonial rule did Western scientific medicine 
take the lead that continue to the present. The existence 
of a dual medical system in Hong Kong is partly an intended 
move as well as a reaction to changing circumstances. At 
the early phase when Hong Kong was ceded to Britain, it was 
the policy of the colonial government to interfere 
minimally to the traditional customs of the Hong Kong 
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Chinese. In a nutshell, the colonial rulers were neither 
supportive nor hostile to the local Chinese way of life, 
which can be described as "conditional tolerance" (Lee 
1982 ； Sinn 1989). Western medicine was not particularly 
introduced to the general public, and without basic 
knowledge of what it is, the local Chinese generally were 
suspicious of its efficacy. Besides, Western medical 
facilities were not readily accessible to the mass and its 
utilization was indicative of being a member of the learned 
and upper class. In fact, it was so cut off from the 
everyday life of the local people that mistrust was 
inevitable and some people even considered Western 
inventions as monstrous. 
This condition began to change drastically at the 
outbreak of an epidemic in 1894 which marked a watershed in 
the shaping of a new attitude towards Western medicine. 
For various reasons, traditional Chinese medicine was 
unable to stop the spread of epidemic until the 
interference by Western medicine. Since then the 
government began to allocate more and more resources to 
nourish the growth of the state-supported biomedical 
sector. Chinese medicine was relatively neglected and no 
attempt was made to incorporate it to the dominant medical 
system. This resulted in, until today, that only the 
Western-trained medical profession personnels are 
recognized by the government in the form of registration 
but not the Chinese medical practitioners. In 1989, a 
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working party was formed to evaluate the safety of Chinese 
medicine and the standard of its practitioners, signalling 
the first spark of effort of regulating, and eventually 
recognizing, the legitimacy of its long-awaited 
professional qualification. 
The subsidiary position of traditional medicine in 
Hong Kong's primary health care system is, when placed in 
juxtaposition to her counterparts, far inferior to 
countries such as Mainland China, Taiwan and Korea facing 
a similar situation, that are united on the same source of 
cultural influence.3 Although this is the reality, it is an 
obvious fact that a good many herbal medicine shops with 
stationed Chinese medicine practitioners are opened around 
densely-populated residential areas. According to rough 
estimation(quoted in Lee 1975b), the sum of Chinese 
herbalists, bonesetters and acupuncturers (all in private 
practice) outnumbers that of Western biomedical doctors by 
a double. In addition, a recent survey result shows that 
24% of the population have patroned Chinese medical 
practitioners in the past nine months prior to the survey 
began (Wong 1991a)• All these facts are suggestive of the 
more than "alternative" role of traditional Chinese 
medicine as a trusted health care means despite its 
unregulated precariousness. It forms a culturally-shared 
rational act in countries exhibiting "plural medical 
configuration" that when both modern and indigenous 
medicines and/or other healing practices are available, 
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people commonly behave strategically, labelled as 
"pragmatic acculturation" (cf. Quah 1989, p.3-12). It 
manifests an attitude of taking advantage of the efficacy 
of the multiple medical practices in their respective areas 
of expertise. More significantly this hints at a 
recognition of no single perfect health care method that 
can satisfy all needs. In Hong Kong where both modern and 
traditional Chinese medicine are more or less equally 
convenient to get access, a medical rationality boils down 
to two major attitudes prevail (further discuss in the next 
section)• First and foremost is the ubiquitous trust in 
the scientific nature of modern medicine, and in most cases 
of health problem, it is the first health care system that 
help is sought. Secondly (ostensibly reconcilable with the 
first attitude), under this scientific attitude, the old 
wisdom of traditional Chinese medicine is on and off 
patroned in the areas where people believe modern medicine 
falls short. 
In broad strokes, a Hong Kong medical portrait against 
a wider cultural milieu is sketched. By no means a 
comprehensive description of context, it nevertheless 
highlights two immediate issues. Firstly, it is of 
particular clarity that the nature of Hong Kong as a 
colonial city facilitates the distribution of ideas and 
practices of Western influences. Despite this, the 
nonlinear development of faith in modern medicine signifies 
a switching of "track" in the system of thought pertaining 
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to medical-social knowledge of the populace. It is beyond 
explanation that such change is initiated by the deliberate 
effort of the colonial government in collaboration with the 
medical profession^ and in most studies of behavioral 
patterns of health care service utilization of Third World 
countries this is the most taken-for-granted answer. But 
initiation in a top-down manner cannot be effective without 
a simultaneous change in the deep structure of cognition 
and social consciousness. "State building" is an 
indispensable social force in the formation of professional 
power but does not equal to public acceptance. Instead 
professional discourse is the medium of mediation between 
the rise of a profession to domination and its general 
acceptance. A medical structure needs a corresponding 
social-cognitive structure. 
Another issue is the professions' orientation towards 
public interest. Two anomalies are illustrative of the 
penetrating power of the Western medical profession. The 
widely celebrated traditional Chinese medicine, 
comparatively speaking, is usually not the first method of 
healing that is resorted to. The first response to light 
and serious illnesses is generally Western biomedicine, 
where the romantic notion of "dual utilization" and 
"pragmatic acculturation" can only be construed as the 
overwhelming reign of a scientific attitude supplemented 
by a not discarded folk wisdom. As Dr. Yuan Tai-ming, a 
chiropractor who has been critical of the hegemonic 
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position of the Western medical profession in primary 
health care system, remarks that the shaping of a 
persistent trust for scientific medicine has been propelled 
by a long-standing "advertisement" beginning from childhood 
socialization, a braining washing process subconsciously 
acquired throughout the years. The use of Chinese medicine 
is believed to be another possible means to maintain good 
health as long as it does not contradict with the use of 
Western medicine (personal coitimunication, 1992) • Seeing a 
"doctor" is still the norm. Therefore, the apparent 
commensurabi 1 ity of the two sets of practices at the lay 
public's level of social reality is not disturbed. 
However, this level of reality is not coinciding with the 
present reality of the primary health care system. The 
system only allows the officially-qualified Western 
biomedical practitioners to engage in the mainstream 
distribution of services in which customers are protected 
by the law. In contrast, traditional Chinese medicine 
albeit widespread celebrity receives no official support 
and law protection from malpractice. The issue of public 
interest is painstakingly violated. The biomedical 
profession as the spokesman of the health care system has 
each and every responsibility to ensure that the overall 
condition and quality of health services is maintained at 
a secure level accountable to the well-being of the general 
public. The culturally patroned Chinese medicine as a non-
institutionalized form of health care suffering from 
unverified professional status is undeniably a potential 
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crisis to public health and in case of herbal misusage or 
foul practice, the customers bear the cost for life, as 
have been shown from some unfortunate episodes.4 
A genealogy of the medical attitude embedding a 
power/knowledge dimension as a result of professional 
discourse must be situated by conceiving the medical 
profession in the health care system as a discursive field. 
Hence Western medicine is not only a scientific field, but 
also a discursive one produced by social practice (Foucault 
1972)• As reviewed in the last chapter, discourse is an 
engine for producing social reality and therefore has to 
take both authorised and non-authoritative speakers of 
communication into account. In Larson's interpretation, 
"science is taught to non-scientists or disseminated to a 
broad lay public, obviously without empowering members of 
this public to 'speak science", (1990:34-5). Before 
unfolding the social practices of how the medical discourse 
has been shaping the Western-dominated medical perception 
in the Hong Kong context, a grasp of the contour of the 
prevailing health care attitude landscape should help. 
The Medical Attitude of Hong Kong People 
Attitude, a part and parcel indication of cognitive 
understanding, expresses a certain presupposed disposition 
towards a sector of social reality, reflecting a portion of 
more or less neatly organized social structure that the 
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collectivity make sense of and eventually acquired through 
learning. In a specific area of social life that exhibits 
a distinct collective behavioral pattern this 
simultaneously implies a set of shared norms (or mentality) 
that governs the behavior of the mass. Often a disposition 
is not an act of conscious calculation but a perspective 
that is taken-for-granted and habitually accustomed to. 
Bourdieu's contribution to this part of analysis is of 
unique relevance (Bourdieu 1990; Thompson 1984). His 
concept of "habitus" captures the very way individuals act 
in a sub-consciously predisposed condition. The "habitus" 
is an inclination of acting and reacting to a familiar, 
well-trodden terrain of social reality and is usually 
slipped in among meticulous and rational choices. 
Analytically, Bourdieu isolates four interrelated features 
of "habitas", namely inculcated, structured, durable, 
generative and transposable - features that parallel 
Foucault's "episteme" as well. Of course, to both 
thinkers, the more crucial aspect of identifying a 
"habitus" or "episteme" is the underlying social conditions 
that produce and sustain it, and the discursive (language) 
and non-discursive (institution) elements that constitute 
the conditions of possibility. Hence, probing into the 
attitude contour serves two purposes: on the surface, it 
presents a general public orientation; in the deeper 
structural level, it incites investigation and penetrating 
analysis that requires an astute sociological imagination. 
Systematic social surveys on the territory's health care 
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behavior pattern were not of specific interest to social 
scientists until the early 1910's. Chronologically, the 
first major attempt was a communal one, namely a 
representative study of various aspects of the then newly 
developed industrial-urban satellite town Kwun Tong. 
Entitled the "Study of Health Systems in Kwun Tong: Health, 
Attitudes and Behavior of Chinese Residents" (Lee, 1972), 
it has become a major premise of later similar survey 
research which captures the tone of "public memory". 
A general outline of health attitude findings in 1972 
would serve the purpose here. More than eighty per cent of 
the respondents reported that they consulted a Western 
style doctor more often for medical help while only about 
eleven per cent visited a Chinese medical practitioner more 
often. Two dimensions of the research result are 
particularly elucidative. Regarding the evaluation of 
medical efficacy as perceived by Western and Chinese 
medical practitioners5 as well as by the public, the overall 
pattern can be described as "one-sided": Western medicine 
is considered as superior to the traditional way of healing 
in its technical content. Western trained doctors tend to 
believe that their art of healing is significantly more 
effective than the "non-scientific" traditional Chinese 
medicine. Whereas for Chinese medical practitioners, they 
generally assign more or less the same value on the 
efficacy of both paradigms of healing. Hence, an 
atmosphere of "distrust" is revealed from the opinions of 
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the Western-trained doctors.6 On the part of lay 
evaluation, "doctors" are more competent in treating 
illness of most kinds than "herbalists". That is, they 
tend to prefer to seek help from Western medical care. Its 
utilization by most local residence is therefore more 
widespread and penetrating than her counterpart. As 
reported by Lee, Western trained doctors were shown to have 
about one and a half times more patient contacts per week 
than Chinese practitioners (244 contacts versus 100 
contacts)• Although the results show that there exist some 
illnesses that Western medical care is inferior to Chinese 
medicine, and that tonic care is a special strength of 
Chinese medicine as perceived by the lay public, these 
should not obscure the fact that Western biomedical health 
care is overwhelmingly more influential and deeply 
ingrained in the medical attitude (cognitive understanding) 
of the populace. 
Another attempt was made in 1977 in the 
Utilitarianistic Familism survey. A bunch of health-
attitude items were asked of the utilization pattern of 
Chinese and Western medical care among a random sample of 
550 Chinese household chosen from all urban sectors in Hong 
Kong. Statistical findings confirmed the pattern reflected 
in the 1972 survey, which means the 1977 result again 
consistently indicated that respondents are more confident 
of Western medical practice than Chinese health care in 
general (c.f. Lee 1980). It should be pointed out that the 
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research expressed an interesting and provocative piece of 
information. It was reported that 44.9 per cent of the 
respondents said they consulted Western-style doctors only 
and contradistinctively, merely 2.4 per cent consulted 
Chinese style practitioners exclusively. The rest took 
advantage of both. Therefore, it can be projected that the 
majority of the populace's stock of medical-social 
knowledge is evidently of a Western biomedical type. 
For a certain view or opinion to extend a long-lasting 
influence, inheritance and practice through the process of 
socialization or "inculcation" (Bourdieu) is a crucial 
link. Cognitive acquisition of the knowledge of a field of 
social reality since early childhood generate deep-seated 
trust concerning its practice and norms of behavior that 
sink into the subconscious. This type of power perpetuates 
along lines of generations. That is to say, in the medical 
context, the younger generation not only mirrors the 
attitude structure of the medical culture of its senior 
generation but will also hand it down to the next. A 
survey aiming to probe the mentality of the Chinese 
adolescents on a wide range of values and attitudes was 
carried out in 1982. The researchers pointed out that the 
high degree of receptivity to Western medicine by 
adolescents discovered in the survey should not be 
interpreted in isolation with the dependency of seeking 
parental advice in deciding the utilization of health care 
(Lee and Cheung 1988:109). Almost six times more 
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respondents were in favour of Western medicine for the 
treatment of disease as compared to those confiding in 
Chinese medicine (42.6 per cent and 7.2 per cent 
respectively)• Regarding tonic care and side-effect 
production of medicine, Chinese medicine is firmly on the 
positive. But as discussed by the researchers, 
adolescents' attitude towards Chinese and Western medical 
efficacy, regardless of their socio-demographic 
characteristics, resemble the adults' portraited in the 
past surveys. 
Trace up to the latest stage of study, in 19917 a 
territory-wide comprehensive survey on the utilization of 
Western and Chinese medicine was carried out as part of the 
process of evaluation and recommendation by the Working 
Party on Chinese Medicine to the Hong Kong Government for 
the purpose of introducing legal regulation and control in 
the future. Overall speaking seventy-six per cent of 
respondents had consulted a Western medical practitioner 
during the past nine months prior to the under taking of 
the survey, where only 18 per cent visited a Chinese 
herbalist. Among them, those aged below thirty consisted 
of a higher proportion in seeking a Western-style doctor 
than any other age groups. This pattern of behavior 
confirms the past studies. In addition to usual findings, 
another illuminating fact should not be surpassed. 
Respondents' primary and secondary actions to illness were 
asked. Excluding those answered "self-medication", over 
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seventy per cent consulted a Western-style doctor as the 
primary action while about ten per cent visited either a 
Chinese herbalist, and acupuncturist or a bonesetter for 
their first piece of medical advice. After initial action, 
secondary action or consultation might be desired. Overall 
speaking, 47.2 per cent of all respondents saw a "doctor" 
for further advice as compared to 41.6 per cent who opted 
for a second Chinese practitioner. This proportion was 
even more sharply contrasted when respondents' first 
consultation were not of Western-style health care. Among 
them, well over eighty per cent would seek for a " 
doctor's" advice and only slightly more than ten per cent 
would consult another herbalist. 
The four attitude surveys reviewed above provide 
substantial statistics to support the common observation of 
the majority's support for the Western biomedical culture 
and also of its structure. It also indicates the general 
orientation of Hong Kong people's medical knowledge. As 
revealed earlier that massive scale investigation into the 
attitude and behavior of medical care utilization were not 
available before the 70's, the changes involved in 
cognitively receiving the rise of another medical 
profession in lieu of the traditionally accepted one is 
undoubtedly shaped by intricate, intrusive socio-political 
forces. Thus, tracing a genealogy of attitude formation is 
representative of the dynamics of the social forces 
involved in illustrating the agenda of professionalism as 
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cognition conceptualize in its conditions of possibility. 
In the next chapter, the social-historical conditions of 
the production of medical discourse will be presented, such 
that the circulation, reception and consolidation of 
medical social knowledge premised on "power/know1edge" 
shall shed some fresh light on the profession phenomenon. 
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Chapter IV The Production of the Hong Kong Western-
Chinese Medical Discourse in Historical 
Context 
The rise of Western biomedical profession to 
structural domination in the Hong Kong scenario, 
complimented by forming a culturally - and institutionally 
- reinforcing "episteme", can be percieved by 
genealogically revealing the formation of medical 
discourse. It also corresponds to the making of an account 
of the local health care system as a major constituent of 
a "disciplinary society". In the following two chapters, 
a historically oriented unfolding of medical discourse will 
be analysed by dividing into three phases. The first phase 
outlines the static social background that does not favour 
a discursive exchange between Chinese and Western medicine. 
The second phase, a genealogical illustration of the 
power/knowledge discursive dimension of Western medical 
profession, and the socio-historical conditions that have 
made the circumstance possible. The third phase, which is 
still very much alive in the health care realm, is even 
more exciting. Building on the foundations laid down in 
the first two stages, further manipulation of the cognitive 
structure of the populace through institutional 
arrangements engages each and every member society in a 
totalizing discourse underlined by an aura of 
professionalism. 
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To talk of a "disciplinary society" at the early phase 
of Hong Kong's colonial history especially regarding her 
health care system is a premature remark, and even less 
appropriate an attempt to identify a "disciplinary 
apparatus" at work. Today's local medical system did not 
begin to take a formal shape until the aftermath of bubonic 
plague epidemic in 1894. Historical sensitivity to the 
enwrapping of power and knowledge localized in the medical 
system must first focus on the relative strength of Western 
and Chinese medicine during the first few decades of colony 
building. There was no systematic attempt to financially 
and structurally promote Western medical efficacy to the 
majority of the community before then. As Lee has 
commented on several occasions (1975b; 1980; 1982), Western 
scientific medicine did not enjoy wide acclaim from social 
and political elites, not even to mention the general 
public - thus can be described as structurally weak. On 
the other hand, classical medical practice was most popular 
among the Chinese inhabitants of the territory. It was 
against these cultural and social constraints that did not 
favour Western and Chinese medicine to rigorously engage in 
a medical discourse (up till 1894), which will be further 
elaborated below. 
The Social Organization of Health Care Service 
There were three ways for local Chinese to obtain 
medical care. The most unfavoured means was to go into 
Western hospitals as in-patients. Even in cases of serious 
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illness, the illness-striken victims refused to go into 
Western-style hospitals for treatment despite the threat of 
death. The idea of being healed in an alien (that is, non-
Chinese) way was abominable f and people in general knew 
very little about what Western medicine really was. Like 
many other Western issues that were introduced, the Chinese 
tended to respond with suspicion and distrust(Choa 1981). 
The overall atmosphere towards the West in the Chinese eyes 
in the late nineteenth century was unfavourable largely due 
to Western invasion into Chinese territory, thereby further 
reinforcing the association between the notion of evilness 
and Western practices (Xunhuan Ribao 21 July 1874, quoted 
in Sinn 1989, chapter 2, note 80) . But undeniably the 
power of Western military force marvelled the Chinese. 
Under the psychologically uncomfortable operation of both 
views, the receptivity towards even the most positive 
aspect of Western culture could not be anything but mixed. 
(Croizier 1968; Lee 1975a; Sinn 1989; Xie 1986). Situated 
in this prevalent mood, the Government Civil Hospital was 
established in 1850 catering to the medical needs of 
expatriates and officials(Chiu 1968). In 1864, those who 
could afford to pay a fair sum of money were also admitted. 
Hence, Western medicine was circulated within a restricted, 
privileged circle of Westerners and a few well brought up 
Chinese. According to the then Governor MacDonell, among 
1157 patients who stayed in hospitals in 1868, only 223 
were Chinese, among a total population of about 100 
thousand (see Xie, 1986)• In addition, not until 1870, 
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there were no hospitals that exclusively provided Chinese 
medicine and treatment for the vast majority of Hong Kong 
Chinese, which corresponded to the policy of non-
interference into Chinese customs by British colonialial 
officers.1 
Another effort that provided medical care was also a 
group of foreigners, but this time with a religious 
background. The missionaries provided some charitable 
works in addition to healing the sick. According to Sinn, 
the Chinese, most of them in poverty, were more attracted 
to the living allowance on daily necessities than to 
medical facilities (1989:21). The missionaries ran a few 
hospitals since 1843, but owing to the short of funds and 
limited support from the public, they did not account for 
a significant part of contribution.2 
The third way, and in fact the most widely utilized 
form of health care, was classical Chinese medicine. 
Distinctively different from magico-religious form of 
healing, Chinese medicine (composing of herbal medicine, 
bonesetting and acupuncture) was the crystallization of 
wisdom through the repetition of the trial and error 
process blending with philosophical world views on man and 
nature accumulated over several thousands of years. Its 
efficacy had been long-proven and trusted, and remained the 
most dominant frame of refernce of medical knowledge shared 
between its practitioners and the lay public. It is 
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suffice to mention at this point that Chinese medical 
knowledge had always been a part of folk wisdom in close 
liaison to the daily lives of the common people, and thus 
Chinese medicine not only contributed to alleviate sickness 
but was also useful for tonic care. 
In spite of high popularity among local populace, 
owing to colonial policy, Chinese medical practice had 
never gained its mandate from the state, nor received 
financial support to help its internal development. The 
Chinese solution to health care remained in the Chinese 
community segregated from the Westerners' realm. The 
practice of non-institutionalization of the Chinese medical 
profession, besides seeing it as a result of policy, also 
has its root in the customary pattern of the profession's 
organization. Hong Kong as a Chinese community under 
British rule had a health care pattern that was isomorphic 
of the traditional Chinese medical structure. A brief 
classification of the types of Chinese healers would be 
informative. There were basically three categories: 
medical officers, confucian doctors and private 
practitioners. Medical officers, whose main duty was to 
cater for the health needs of the state officials and 
Imperial rulers within the limited walls of the Palace, 
were required to pass the qualifying examination testing 
their knowledge on classical medical literature (Croizier 
1968； Needham 1970; Lee 1982). Since they only contributed 
to merely a privileged sector, their service was beyond 
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reach of the general mass. Most often state medical 
practitioners occupied an official rank in the imperial 
hierarchy and enjoyed extravagant life style. The second 
type was the Confucian doctors who were scholastic in 
Chinese medical literature. They practiced medicine out of 
a philanthropic orientation and were highly praised by the 
ordinary people. The third type, private practitioners, 
shared a more or less humanistic attitude with Confucian 
doctors. They differed not on the basis on benevolence but 
on viewing the art of healing as a full-time money-seeking 
occupation by the private practitioners. They were the 
types of healers an average man would patron. The common 
ways that medical practitioners acquired their profession's 
body of abstract knowledge were through family heritage, 
apprenticeship and private study of the classic writings of 
predecessors. A practitioner gained personal fame and 
trust by practicing in clinical settings where people 
gradually confided in his professional judgement. This 
category of medical profession engaged exclusively in their 
own business serving a small community and might pass on 
their craft to a few disciples (Lee 1982:631). 
The three distinct categories of healers were 
organizationally differentiated. In the Chinese practice, 
the act of forming into a medical professional association 
was never heard of. This attributes to the atomization of 
medical practice on an individual basis. Moreover, there 
were no objective yardsticks such as qualifying examination 
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to monitor and standardize medical practice. This imposes 
difficulty in identifying a coherent body of colleagues and 
to unite and propose their professional interest. Customs 
have conditioned these to be unnecessary endeavours. In 
Chinese history, neither institutionalization of medical 
professional training nor a nation-wide health care system 
were the usual establishments. All in all, while Chinese 
medical practitioners have been regarded as members of a 
high-esteemed profession, with distinctive traits such as 
collective orientation and cultural gatekeepers of a body 
of esoteric knowledge, they were not generally canalized 
institutionally. The social organization of this 
profession can be described as loose and scattered. The 
state participated minimally, if it could be said to have 
any influence at all. Medical knowledge is an integral 
part of daily life of the laity. The medical scenario of 
Mainland China has remained relatively unchanged before the 
invasion from the West, and Hong Kong is no exception. 
There remained an indistinct medical structure, Chinese or 
otherwise, in the first few decades of her colonial 
occupation. 
Chinese Medicine as a Rational System 
Besides the skeletal social organization of medical 
practitioners, the existence of a relatively self-
sufficient -if not closed -- indigenous medical culture 
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hindered a full-fledged Chinese-Western medical discourse 
to ramify. The Chinese medical system consists of a 
coherent system in its own right. It is part of a world 
view in the Chinese eyes, such that it is not an isolated, 
independent facet of the cultural milieu but an essential 
part of a larger cosmos. It can also be said as a 
philosophy where man and nature are united under the same 
universe rather than two separate entities. This art of 
benevolence is based on two generating elements - yin and 
yang. These are symbols that represent the two major 
contrasting forces of the universe. Yang implies Heaven, 
Sun, Man, Fire, Active, Hot, et cetera. Yin suggests 
qualities of the opposite: Earth, Moon, Woman, Water, Cold, 
Passive and so on (Kikutani 1987:x). On the premise of 
this conceptualization, six3 supporting elements paired in 
opposites form into the "Eight Principles" upon which 
diseases are diagnosed. Other than the outer universe (the 
external, environmental factors), the individual human body 
is itself a small universe and is internally coordinated by 
the Five Elements. Theory consisting of metal, wood, 
water, fire and earth. The theory proposes that these 
elements govern the functioning of the internal organs of 
the body at the level of homeostasis. It becomes more 
complicated once it is interwoven with the concept of fate, 
calendar system and the outer Universe. These wisdoms are 
well documented in the earliest medical literature and 
gradually refined by generation of the "Dragon 
descendents".4 
91 
A complete description of the complexity of Chinese 
medical theory cannot be accommodated within this limited 
space (cf. Needham Vol.2, 1956; Croizier 1968). 
Nonetheless, a few characteristics can be remarked upon 
which illuminate the fundamental difficulties in rendering 
Chinese and Western medicine to commensurabi1ity that 
greatly discourage discourse at any level, hence cannot 
bring them closer together to bring about mutual 
understanding unless other social forces intrude. Being a 
part of philosophical cosmology, Chinese medical theory 
remains at the order of the highest level of abstraction. 
As a rational system, Croizier has described it as 
naturalistic. From this viewpoint, it designates a body of 
language that captures the very essence of the relationship 
between man and nature. Most often these medical concepts 
are coined in metaphorical and figurative language, for 
instance, the "Eight Principles". Under this harmonious 
system derives the etiology of disease. Standing in stark 
contrast is the logic of Western scientific medicine. 
Blessed by scholastic successes in natural sciences such as 
physiology, anatomy and human biology, scientific medical 
knowledge has been created in the confinement of laboratory 
settings. Featuring at the microscopic level of 
observation. Medical interests circulate within the 
physical human body featuring at the microscopic level of 
observation. Since the most minute of cells become visible 
under the microscope/ scientific findings pertain to 
anything that can be observed, such that the causal 
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relationship in the disease process can be traced 
objectively. "Scientific" in the Western sense suggest an 
observable, objective, testable and often quantitative 
trial-and-error process that produce reliable knowledge on 
the subjects. A distinctive set of medical vocabularies 
reflecting this type of rationality therefore stand at odds 
with prescientific traditional medical wisdom. To the 
Chinese people, their own holistic health care system is 
adequate to keep their state of existence in harmony with 
themselves and nature, and is very resistent to the 
intrusion of foreign ideas that claim superior efficacy. 
The Chinese are made up of a different constitution from 
Westerners and should be left alone with their cultural 
heritage.5 
Different conceptions of a scientific status breed 
controversies over modes of practice. The Chinese find 
Western medical practice abhorrent, especially with regard 
to surgery. The cutting up of the sick person in the 
operation theatre, the dissection of corpse and the like 
are serious violation of filial piety (Croizier 1968:19-
34) . Instead of external healing, the Chinese 
philosophical preference lies with the use of internal 
medicine. Medicinal herbs of various origins are mainly 
utilized. They are also classified into types governed by 
the "Eight Principles". Medical practitioners prescribe 
them with reference the constitution of the sick person's 
body so as to restore internal balance. Radically 
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different from the Western method of diagnosis, the Chinese 
art of healing believes in four basic methods: visual 
observation, questioning about case history, auditory 
symptoms and taking the pulse (ibid). The degree of 
accuracy of measuring the pulse as an indicator of the 
state of health has generated as much controversy as the 
concept of qi (literally meaning "air") between Western 
doctors and Chinese practitioners, where the former 
denounce the latter as unscientific. Obviously, the 
difference in medical conceptions of the two cultures forms 
the series of hurdles that prevents understanding the 
rival's medical knowledge in one's frame of reference. An 
outstanding example is acupuncture.6 
A many instances can be drawn to support the 
incommensurability between scientific medicine and 
classical Chinese medicine on the premise of theory and 
practice which the list is troublesome to exhaust.7 The 
general situation portrayed so far is evident of the fact 
that deep-seated cultural attitude without deliberate 
challenge from an alien source is resistent to the 
existence of another body of knowledge that profess to 
perform functions as perfect as itself. Receptivity is low 
and the basic problem of communication rests with the 
inconvertible concepts and vocabularies from one theory to 
another. Social forces, particularly the exercise of power 
play an important role to bring the counterparts to the 
same context of cultural change. The somewhat closed, 
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introvert character of the Chinese medical system got into 
the whirlpool of power/knowledge a short while before and 
after the establishment of Tung Wah Hospital, which marked 
an important milestone of medical discourse that has a 
long-term effect on the development of the local medical 
system. The impact of a powerful discourse alters the 
cognitive landscape of a generation and its influence still 
dominates our "episteme" today. 
The Importance of the Establishment of the Tung Wah 
Hospital to the Production of the Local Medical Discourse 
As Sinn has tried to argue (1989:30), the emergence of 
a Chinese hospital is most suitably attributed to the 
result of a combination of circumstances. It has been well 
recognized that the first committee of Tung Wah Hospital 
was the earliest group of Chinese elites ever taken 
seriously by the colonial rulers. Documentations on the 
evolvement of the Tung Wah Hospital are undoubtedly closely 
associated with the development of local power structure, 
an indicator part and parcel of the larger changing Hong 
Kong society (refer to Note 1 of this chapter) • However, 
one can also scrutinize the rise of the Western medical 
profession and the cultivation of faith in scientific 
medicine in the Tung Wah incidents, which is no less 
prominent in the implication of the circulation of health-
related knowledge. Against the background of sterile 
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conditions of a discursive formation to occur previously, 
this static scenario finally became disquiet since the 
erection of the Tung Wah Hospital and some actions, taken 
together as non-discursive practices. These acts of social 
practices demarcate the second phase of medical discourse. 
The Hong Kong Chinese in the early colonial years 
lived in great poverty. Even though the missionaries could 
provide charitable medical service, the typical Chinese 
were more concerned about burial matters after death. In 
1851, as a result of petition to the government, a piece of 
land was spared for the building of a "temple", named 
"Guangfu Yici", literally meaning "Temple of Wide 
Benevolence" (cf. Xie 19&6,- Sinn 1989) . It was specially 
built to cater for the new immigrants, local workmen and 
poor old people who had no relatives to care for their 
burial. Stricken by sickness and poverty, many of them 
would choose to stay in the Yici waiting for death. It 
provided enormous help and was particularly valuable for 
those who were regarded as "homeless spirits"• Its 
existence continued to serve the Chinese community, until 
the outbreak of a scandal that inspired the need of a 
Chinese hospital to meet medical demands.8 
The significance of this episode is that it attracts 
the attention of local government officials, and out of 
which preludes the involvement of Westerners into Chinese 
affairs. It began with the death of an immigrant in the 
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yici. Upon close investigation into his death, it was 
found out that the place where many Chinese found minimal 
comfort in the course of dying was a place of squalor. 
Facilities were crude, environment filthy and unhygienic. 
Wide publicity made this scandal known over the territory, 
and pressure from the media exerted pressure on the 
government to search for a solution to the problem. This 
stirred an uproar within the government officials then 
headed by Governor MacDonnell who tried to pin down the 
responsibility of poor management of Chinese establishments 
on a single person. Out of this turmoil, the Yici was 
recommended to close down as a solution. However, a group 
of wealthy Chinese businessmen strongly objected to this 
apparent effective suggestion. They argued that it was 
impractable and could only worsen the already poor 
situation. The prominent need of a better managed 
institution for sick and dying inmates was put on the 
agenda. Finally, it was MacDonnell who devised a proposal 
to the Colonial Secretary to set up a government-controlled 
Chinese hospital.9 
The establishment of a Chinese hospital using Chinese 
medicine alone, for one thing, was a hallmark in the 
organization of an orderly medical system, and for another, 
a novel idea pertaining to the Chinese custom of curing. 
Hence, Tung Wah Hospital at the outset was functionally 
significant and symbolically meaningful. The hospital 
henceforth registered in the common people's mind as a 
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place of central coordination of medical personnels and 
facilities where inmates are cared for in a comprehensive 
health care setting. This presents to be a hint in 
understanding the Chinese repugnant response to the Civil 
Hospital and related Western medical practice. 
Since the initial purpose of building Tung Wah was to 
secure a better managed place for health care in order to 
meet the Chinese's needs, Western medicine was not 
introduced as an intervention (Xie 1986)• However it was 
more than clear that Tung Wah could only be understood as 
a colonial-managed Chinese hospital. Upon this fact and 
later reviews of historical episodes would show that the 
comparison of Chinese and Western medical superiority could 
no longer be kept separated. In fact, Tung Wah had been 
helping the spread of Western medicine to the general 
public together with the dissemination of Western medical 
knowledge.10 
It could be said the discursive aspects of the full-
fledged medical discourse of the plague incident is first 
preceded by a series of non-discursive practices. At the 
completion of Tung Wah hospital, it was staffed with a 
vaccinator in addition to Chinese medical experts. As a 
recent success of preventing epidemic in the West in those 
years, vaccination had become an effective and widely 
utilized method to safeguard public health. Above all the 
Chinese herbs that were used in Tung Wah, vaccine was the 
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only Western service that was at odds with Chinese 
medicine. Though not made compulsory by the government, 
the fact that vaccination was provided free attracted 
parents to let their infants receive this service. 
Vaccination was an impressive practice through which public 
got to know the efficacy of an alien medical culture. On 
an even larger scale, faith in Western medicine not only 
began to take root in the local Chinese mind but also in 
many parts of Guangdong province. In addition to 
missionary's charity contribution, Tung Wah's vaccination 
work benefitted residence of southern China as well. All 
these works suggest that the dissemination of medical 
knowledge is closely connected to the practice that 
generates it. The wider the audience the practice can 
reach, and the closer it can relate to daily life, the 
firmer the attitude can take shape. Hence, the vaccination 
issue of Tung Wah is historically significant to the Hong 
Kong medical context in two aspects: it helps to extend 
people's horizon regarding medical knowledge; and more 
importantly, it becomes the stage of a drama that is formed 
discursively about the superiority of Western medicine over 
Chinese herbs in both structural and public cognitive 
terms. 
The training of competent personnel to "talk" science 
in the medical context cannot be anything but crucial. 
Logically, the medical practitioners are the front line 
representatives of a body of abstract medical knowledge. 
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In the Tung Wah episode, medical practitioners did not 
directly produce discursive objects and vocabularies. 
Instead they were part of non-discursive practices that 
represented a possibility of reconciling the two different 
medical traditions. Despite the small number of medical 
practitioners in Tung Wah Hospital and the exclusive use of 
medicinal herbs as laid down in Hospital Regulations, there 
had been training given to Chinese practitioners on Western 
medicine.11 Notwithstanding the political nature of 
promoting Western interest on the part of colonial 
government, this move is significant in a symbolic sense. 
As novel an idea as the setting up of a hospital, the 
training of a group of Chinese medical personnels in the 
public's interest was unprecedented. An association 
between formal training and the medical profession was 
resulted. That Chinese men were given Western medical 
training could be impressive to the lay public's 
perception. The favourable conditions of synthesizing 
Chinese and Western medical knowledge did encourage a 
discourse to take place on the relatively pure motive of 
bringing together the strength of both sides into a new 
form of medical practice making the best of both worlds. 
Such a discourse based on a desire of knowledge and public 
interest was once a hope of Governor Hennessy and it was 
laid down in the Hospital Regulation that an integration 
should be attempted in bringing about greater benefits. 
This bold idea was remembered but quite impossible to be 
realized (c.f. Sinn 1989:60-65； see also Note 63 of Chapter 
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of her same book)• Nonetheless, the practice of enabling 
Chinese medical experts to embody a possibility of 
communicating in Western medical science, in the peculiar 
context of Hong Kong society, is a powerful register of 
Western medical profession in the cognitive realm of public 
memory. 
The first phase of medical discourse, up to the period 
of Tung Wah in service, is marked by non-discursive events 
and practices. The political arena, especially in the 
colonial context, confers the initial nature of the Western 
medical profession along the power/knowledge dimension. 
The second phase of medical discourse, facilitated by the 
non-discursive groundwork laid down previously, transforms 
the macro-political environment to a form of micropolitical 
power centering around the definition of illness confining 
to the human body. This micro-physics of power enwraps 
medical knowledge as a discursive foundation of the medical 
profession. 
The Tung Wah "Hospital" is a Western idea serving a 
Chinese purpose. Within this context already stirred 
anomalies and emerged a battleground where medicines of 
both traditions, when a chance presents itself, could 
jockey for the position of dominant medical profession that 
renovates the public's attitude towards Western medical 
efficacy and its personnel. The services provided in the 
Tung Wah Hospital had already started a discourse of 
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medical superiority among the high officials, quite unknown 
to the public at large. The relatively unprogressive state 
of Chinese herbal medicine as compared to Western medicine 
development in the late nineteenth century in the 
Westerner's point of view, was a situation to be redeemed 
(Croizer 1968; Sinn 1989). The standard of running a 
hospital was undoubtedly borrowed from the West. In this 
regard Tung Wah seemed unacceptable to some Western 
adminstrators. The colonial officials who sneered at the 
Chineseness of Tung Wah were the Colonial surgeons between 
the period 1872 - 1895 who were responsible for the hygiene 
conditions and health matters of Hong Kong. There already 
amount to the proposal of abandoning the use of medical 
herbs in favour of Western drugs. As revealed in Reports 
submitted by acting Colonial Surgeon Dr. Dods in 1872 and 
Colonial Surgeon Dr. Ayres in 1873, both responded with 
contempt to the qualification of Tung Wah as an effective 
medical institution.12 Although this message was expressed 
upon the release of government reports, and despite the 
fact that only the English-literate Chinese and local 
Western officials could comprehend, it represented a source 
of discursive practice in textual form that were repeatedly 
used in the aftermath of the plague.13 Colonial surgeons 
were Western-style doctors. The Reports they had written 
regarding the distrust they had for Chinese herbal medicine 
and a Chinese-style hospital indicated the hegemonic 
posture of Western biomedical profession, not initiated by 
the state, but by the very profession itself through the 
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use of discursive acts. 
The 1894 Bubonic Plague: Consolidation of the Western-
dominant Medical Cognitive Contour 
The outbreak of the Plague in 1894 offered a dramatic 
turning point for scientific medicine and its practitioners 
their long awaited chance.14 The medical discourse 
penetrates into a deeper level of cognitive awakening on 
the part of the laity of the efficacy of Western medical 
knowledge. In May 1894, a number of people living in the 
Central District of Hong Kong Island exhibited the same 
symptoms apparently catching influenza. Naturally they 
sought help from Tung Wah Hospital for free medication. 
Chinese doctors then did not yet detacted that this was the 
prologue to a large-scale epidemic. Since then and the 
three months that followed, the number of deaths 
multiplied, sometimes over ahundred a day. The Tung Wah 
Hospital seemed ill-fitted to control further catastrophe. 
At its very beginning neither Chinese nor Western doctors 
could determine the origin of the tragedy that claimed so 
many lives. The epidemic alarmed the government officials 
who could no longer keep a free hand from Chinese medical 
affairs. 
Upon investigation into similar cases happened in 
Guangdong and an unusual visit to the Tung Wah's epidemic 
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patients, it was the Western medical doctor Lowson who 
confirmed the outbreak of the bubonic plague.15 Lowson was 
a doctor from the Civil Hospital delegated by the 
government to inspect into the Chinese way of dealing with 
the patients. It was found that the Chinese practitioners 
at Tung Wah failed to identify that it was an infections 
disease which subsequently raised suspicion of Western 
doctors against Chinese medicine. Realizing that the 
situation had to be in control, the Sanitary Board, in 
which the colonial surgeon Dr. Ayres was a member, proposed 
the plague victims at Tung Wah be taken to the hospital 
ship for treatment by Western medicine.16 At first patients 
were not forced to take on board, and indeed they were 
highly resistant to do so since it would mean they had to 
receive Western medical supervision. The Tung Wah Hospital 
Cominittee composed of Chinese elites responded to the 
suggestion negatively. As they understood that it was an 
unreasonable act according to the Chinese customs to remove 
patients from their family members. Upon negotiation, 
medical practitioners from Tung Wah were permitted to treat 
patients on the hospital ship but must be under strict 
Western supervision.17 Here it becomes all the more clear 
that Western medical doctors try to impose their stock of 
knowledge as the legitimate source of authority so as to 
monopolize the definition of the epidemic situation, 
thereby superceding the well-established trust earned by 
Chinese healers customarily. A more far-reading 
implication points to the interaction between the mass of 
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Hong Kong Chinese and the Western-style scientific doctors. 
The experience of being treated by Western medicine, the 
patient-doctor communication and gradual receptiveness to 
the diagnosis of Western medical practice could be nothing 
but the most effective discursive practice of a discursive 
formation, and therefore cognitively framing 
professionalism in medicine according to the scientific 
paradigm. 
During the course of change, the Chinese medical 
workers did actively react to the interference and 
imposition of sanitary measures by Western doctors. As a 
crucial participant of the medical discourse, the Tung Wah 
Hospital Committee represented the interest of Chinese 
medical personnel and custom of local Chinese,18 In various 
political and medical episodes aforementioned, the 
committee composed of local elites either raised objections 
or bargained for flexibilities in action that had made the 
discourse a long drawn out one. In the process of 
negotiation of the professional status as revealed in 
discursive practices, Western medical profession had been 
on a relatively advantageous position because a medical 
discourse generated by it can link itself to larger 
political institution (non-discursive domain) of which it 
had close association. The Chinese medical tradition, 
lacking such convenience, cannot take advantage of the 
situation. The asymmetrical share of the supporting 
network, and thus unfavourable to the ramification of its 
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own discursive parts, vastly hinders the impact of its 
knowledge claims to efficacy, particularly in this instance 
that Western scientific medicine can disseminate knowledge 
enwrapped by professional power through manipulating the 
performance of institutions. More and more institutions 
were to be involved in this whirlpool of apparatus in the 
third phase of genealogical unfolding, which marked the 
maturity of Western biomedicine as a "discipline". The 
Chinese medical paradigm exhibited in the form of cultural 
tradition that has relied on its sustenance was succeeded 
by the Western paradigm, signifying a transformation in 
making culture, and of course, episteme. The vicissitude 
of the structure of discourse, pointed out by Foucault, is 
informative of revealing the charging contour of societal 
development, within which professions take a leading role. 
The strategies of a discursive formation enter into a 
level that formalize the professional status of the Western 
doctors on an even more rigid power/knowledge plane. 
Discursive practices are more and more in liaison with non-
discursive domains. That is, the socio-historical 
conditions that give rise to a "disciplinary society" in 
the Foucauldian sense emerge increasingly like a canopy 
enabling a totalizing medicine system to proliferate. 
First and foremost was the allowance of biomedical doctors 
to inspect the Chinese healing practice and intervene into 
the routines of hospital work. "Minimal interference" with 
the Chinese customs was no longer the same as it used to 
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be. The autonomy of the Hospital had lost and so was its 
medical practitioners. It was challenged that the plague 
victims who died were not properly recorded, and the 
management of Tung Wah was to blame of not detecting the 
spread of plague early enough. Among the severe critics 
were the colonial surgeon Dr. Ayres, Civil Hospital doctor 
liowson, and the acting Colonial Surgeon f Dr. Atkinson. 
Colonial Surgeons, after the plague crisis, were given more 
power to administer local health matters. Lowson, who had 
been uncomfortable with the management of Tung Wah before 
the plague, found it explicitly awesome afterwards. He was 
endowed with power by the medical authority to inspect Tung 
Wah more and more often, and was notably keen to introduce 
Western medicine to the ignorant Chinese. Dr. Atkinson, 
who held the most hostile attitude of all, found it 
unbearable with the running of the Hospital from the 
smallest of details.19 Like Lowson, he was even firmer to 
bring Western medicine to dominance in the Hong Kong 
medical context. The most drastic measure he had proposed 
was the closing down of Tung Wah. The situation aggravated 
with Governor Robinson's support for Atkinson. Indeed, he 
went so far to remind the Tung Wah Hospital Committee that 
the use of Chinese medicine in the Hospital was subjected 
to the Governor's approval, which meant it could be 
overridden whenever the situation was deemed appropriate.20 
Nowhere was the message clearer: colonial government was 
fully participate, and the non-discursive domain was to 
further consolidate and sustain discourse favouring Western 
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medicine. 
Out of this crisis of Tung Wah's fate triggered off by 
the 1894 plague came Governor Robinson's appointment of a 
Commission 1896 to fully review the status of the 
Hospital.21 The Commission Report finally came out with 
recommendations that finally ended Tung Wah as a pure 
Chinese hospital, starting a new era of Western medical 
system. Despite the affirmation and appraisal of its 
contribution over three decades admitted in the Report, it 
did not prevent the stepping down of Chinese medical 
practitioners as the administrators of the Hospital. 
Preceded by split opinions reflected in debates in the 
meetings and preparations of the Report, it was finally 
resolved that a Chinese doctor trained in scientific 
medicine paid by the government appointed to station in 
Tung Wah chiefly responsible for verifying death causes and 
keeping record and issuing death certificates (Xie 1986). 
Depriving in legal terms the eligibility of Chinese 
practitioners to perform the same tasks, the Western 
doctors gradually took the lead in defining the reality in 
Western medical terms. The power to define "death" 
according to scientific medical paradigm and using its 
language were to be interpreted to be the first signs of 
the dissemination of a new set of medical knowledge 
peculiar to the lay public. Advancing from this position, 
Western medicine was gradually introduced upon the request 
of the patients. Tung Wah was managed in a way as expected 
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of a Western hospital and in 1889 the first surgery was 
performed. 
The transformation of Tung Wah into a quasi-Western 
medical institution was further strengthened in outlook by 
the act of freely distributing Western medicine. When it 
was initially established, Chinese medical consultation and 
herbal medicine were freely given to the Chinese masses in 
poverty. After the 1894 plague, Western medicine was 
freely given instead of Chinese medicinal herbs obviously 
enabled by government's monetary support. This can be 
construed as encouraging and educating people to use 
Western medicine. Although the vast majority still confide 
in classical Chinese medicine, the introduction of 
scientific medicine and Western style hospital management 
nonetheless modified the customary practice to a certain 
extent. More importantly, these incidents increased the 
public's contact with Western practices and related medical 
knowledge. Together with the systematic attempt to 
institutionalize medicine and promoting medical "doctors" 
in managing its operation, the professional status in 
structural and cognitive terms no wonder superseded its 
counterpart who now descended to a subsidiary position(c.f. 
One Hundred Years of Tung Wah Hospitals 1870-1970). 
This chapter tries to illustrate the historical 
foundation of an idea of Western doctors as the true heirs 
of the medical profession. Cognitive receptivity on the 
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part of the general public to Western medicine, as the Hong 
Kong case exemplifies, is a result of the professional 
power/knowledge exercise. Hereafter, the production of 
medical discourse escalates in its totalizing effect, as 
will be shown in the next chapter. 
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Chapter V Institutions, "Disciplinary Power" and 
Dissemination of Social Knowledge::Further 
Production and Reproduction of the Western 
Medical Discourse 
In the last chapter, the agenda of construing 
professionalism along the cognitive dimension, with 
emphasis on the impact created upon the lay public's 
perception of a rising profession, illustrates the 
valorization of a discursive formation and the concomitant 
denunciation and expulsion of an incommensurable other. 
Bearing in mind the continuity between the archaeological 
and genealogical method a la Foucault, the proliferation 
vis-a-vis disciplinary procedures, apparatuses and 
institutions, thereby constituting a truly effective 
"disciplinary technology". As such, professionalism as 
cognition is a sensitive view equipped with historical 
insights trying to track down the genealogy of modern power 
in the form of exerting expert knowledge-claims that inform 
the public on the necessary knowledge to be known on a 
scientific discipline. A collectively shared cultural 
disposition towards practice/attitude is indicative of the 
epistemic content of a discursive scientific discipline. 
While the content itself will not be focused on, it is the 
structure of thought or cognitive contour framed by means 
of the professional power/knowledge strategies (practice) 
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enabled by a socio-historical background that is the most 
fundamental. A cognitive structure needs a corresponding 
social structure to strengthen a "discursive regime". 
Hereafter, the rise of Hong Kong's Western medical 
profession to a domineering position in the health care 
system via disciplinary institutions further unfolds the 
rigidity and "politics of a discursive regime". 
The Educational and Credential Arena 
The ultimate aim of setting up a disciplinary 
apparatus is to legitimise knowledge-claims. Professions 
make their knowledge-claims in various practices and in the 
case of Western medicine, many of them are micro-political. 
Even the conventionally acknowledged components of the 
state apparatus are capable of exercising power in a 
capillary form by first appealing to our appetite for 
knowledge, thereby intensifying the repressiveness of 
politics of everyday life. The Western medical paradigm 
made its appearance at the first few decades of the 
colony's history and claimed the attention of the health 
realm after the Second World War. The formation of 
scientific medicine to a "discipline" outlook in Hong Kong 
implies a systematic scaffolding of a supportive apparatus 
that can discursively produce the regime. Each element 
comprising the apparatus has a decisive role to play. 
To trace genealogically the foundation upon which the 
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medical discursive regime amplifies, the 
institutionalization of the educational and credential 
system logically come first. Western medicine education 
and training has been available in Hong Kong since 1887, 
when the Hong Kong College of Medicine for the Chinese, the 
precursor of the medical school was established.1 The 
importance of formal education in the professional career 
of a doctor should be given proper attention. It signifies 
recognition of the need and status of Western medicine in 
a Chinese society, and the channelization of resources to 
make it thrive. The routine of using medical vocabularies 
from a Western paradigm naturalizes the perception of 
understanding health related matters confined within its 
own closed boundary. Though without replacing the 
customary ideas about illness according to the Chinese 
cosmological paradigm, discourses surrounding the etiology 
of illness classified and diagnosed in accordance to 
allopathic medical concepts translated by medical 
professionals will be eventually disseminated to patients 
and the public at large through clinical interactions• 
Undoubtedly this directly shakes the ground of the 
authority of indigenous medicine. In a nutshell the more 
than clear incommensurabi1ity of Chinese and Western 
medical theory and practice, as exemplified in the Plague 
incident, create anomalies unresolvable to the common mind, 
yet being guided by the high-profile practices of the 
rising Western medicine, and out of a combination of 
circumstances, scientific medicine took the lead in 
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monopolising the authorship of social medical knowledge. 
In contrast to the relatively uninstitutionalized 
condition of classical Chinese practitioners, the 
establishment of a college specialized in training Western-
style medical practitioners on a large scale was at that 
time unprecedented and therefore conspiciously hit a clear 
register on the perception of recipients of this service 
what traits constituted a profession. An increasingly 
rigid institutional structure limits the kind of discourse 
the public can make about a discursive field. The academic 
authority particularly the university, is an impressive 
symbol of legal-rational authority. As a general rule, 
formal education of a profession, besides cultivating 
esoteric knowledge, confers prestige as appear to non-
experts . In Hong Kong, the intimate relationship between 
the tertiary academic authority and polity started from the 
very beginning of the design of the disciplinary apparatus. 
The University of Hong Kong, opened in 1911, was an 
attempt to reproduce learned local Chinese under colonial 
influence. The Hong Kong College of Medicine was 
eventually absorbed into the Medical Faculty of the 
University in the following year, being one of the earliest 
disciplines that offered training in Hong Kong's tertiary 
education history. Moreover, this endeavor announced the 
official engagement between the academic and polity that 
last to the present day. Unquestionably, in the colonial 
context, only Western biomedical knowledge would be offered 
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in the professional training course. Chinese medical 
knowledge was virtually given no academic attention at all, 
thereby limiting the knowledge accumulation process from an 
academic as well as the public interest's point of view. 
Such institutional structure constrains the production and 
reproduction of formal and social medical knowledge, where 
allopathic medicine is able to claim supremacy over 
technical contents of professional work. 
Closely associated with the core regions of knowledge 
transmission (education) is the site of knowledge 
production, that is, research institutes. The majority of 
local laboratories and in fact the teaching hospitals of 
the two Universities, Queen Mary Hospital and Prince of 
Wales Hospital, are at the same time centers of research. 
These are the regions where the most solid and "truest" 
knowledge is discovered, which is then supplied to the 
teaching units. A vicious cycle of knowledge production 
and transmission fuels the discursive regime of Western 
medicine. A discursive regime of this sort needs support 
from knowledge-based non-discursive practices such that the 
promulgation of professionalism is more intensely 
reinforced. Afterall, the medical profession appeals to 
the public with the sophistication of human-body knowledge. 
Upon the same ground the power/knowledge dimension of 
medical professionalism extends to subordinate Chinese 
medical therapy under the terminologies of the Western 
paradigm. The most distinguished establishment is the 
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Chinese Medicinal Material Research Center at the Chinese 
University. It is the most resourceful of its kind. The 
declared goal of the Center is to 11 evaluate the true 
efficacy of traditional Chinese medicines and to put them 
on a sound scientific basis��(But, private communication, 
1993) . The question at stake is the act of placing Chinese 
medical cosmology into the Western scientific frame of 
reference. Two messages are clear: first, Chinese medicine 
is unscientific; second, it is less sophisticated and 
reliable than biomedicine. Since its setting up in 1979, 
it has been continuously putting Chinese herbs to 
scientific tests and to analyse their respective elements. 
A computerised information system, the publication of 
journals, monographs and scientific papers2 are discursive 
materials produced in non-discursive contexts that 
contribute to confirm the hegemonic status of Western 
medicine over any kind of alternative health care means. 
The issue of communication between theories of Chinese and 
Western medicine has been viewed from a rather different 
angle by learners and practitioners of the traditional 
healing art (c.f. Ching Wah Chinese Medical Institute 
Annual Reports), who are confident that the classical 
paradigm has its own autonomy and unassailable strength to 
offer.3 
The claim of jurisdiction over the control of a 
profession in relation to university education is the 
credential system. Since the setting up of a Medical 
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Faculty, doctors have been locally produced in the 
University of Hong Kong only until the opening of another 
government-financed medical school in 1981 offered by the 
Chinese University of Hong Kong. Graduates of the two 
medical schools are awarded degrees recognized by the 
General Medical Council of Great Britain. In 1992, 163 
medical students enrolled with the University of Hong Kong 
and 155 with the Chinese University (Hong Kong Annual 
Report, 1993). Only the medical personnel who holds a 
credential conferred by one of these two tertiary 
institutions are able to register with the Medical Council 
to practice in public hospitals or private settings.4 
Besides physicians, the whole team of professional medical 
personnel includes the paraprofession of nursing. There 
are about 30000 registered nurse, both general and subject-
specific (Hong Kong Annual Report, 1993) . Like the 
qualification of doctors, nurses are trained by government-
approved college who will eventually be employed in various 
sorts of Western medical settings. Undeniably, a 
credential is a license to speak in a competent manner 
about topic, which is an important professional trait 
concerning authorship. In addition, the utility of a 
credential is supported by a social structure that enables 
its holders to communicate the body of esoteric knowledge 
that has made this credential come into being. 
Being two sides of the same coin, the expulsion of 
Chinese medicine from formal institutionalization into 
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universities symbolizes the inferior status of Chinese 
medical discourses and the body of language that derived 
from it. As a result of differential support from the 
education system and the government, Chinese medical 
colleges have been established with private funds.5 Without 
government‘s financial support, the expansion of this 
alternative educational channel has been severely dwarfed. 
Each college's capacity of student intake varies, but 
normally no more than fifty will enrol in each college 
annually. The lack of research funds for development in 
theory and technical improvement appears to be the most 
difficult hurdle to climb over. Under these unfavourable 
circumstances, no wonder the Chinese medical profession is 
unattractive to young people. Most students who enrol in 
a Chinese medical programme do so out of amateur interest 
and few aspire to become a Chinese practitioner when they 
graduate (Li, private communication, 1993)• Needless to 
mention, the certificates they earned upon the completion 
of courses have no official status. Without proper 
qualification and not speaking "the right language", they 
are forbidden to practice in the Western medical system and 
can only engage in unregulated private practice. The lack 
of long term development, crippled by shrinking size of 
trained personnel, limits the ability of Chinese medical 
discourse to compete with Western medicine on equal 
footings.6 
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The Public Arena 
The public arena has been the most contested 
discursive space in the claiming of jurisdiction. Similar 
to the effect of advertising, though an individual medical 
doctor is prohibited to do so by the law, the manipulation 
of public opinion can be regarded as publishing a tighter 
linkage with the idea of professionalism embodied by a 
stock of esoteric knowledge and service ideal. As an 
extension of authorship inherited from the education 
system, the medical profession is fully in charge of 
educating the public, determining the content of medical 
information to be disseminated and screening out 
impurities, such that it is able to gain sympathetic 
understanding from the public, a necessary foundation upon 
which further claims can be pursued. Professions tend to 
form into associations to forge their professional identity 
and interest. Represented as a collective, homogeneous 
group, the most convenient way to present themselves in 
front of the public is through organising activities by 
professional associations. Textual materials such as 
pamphlets, newspaper columns, magazines, leisure books and 
exhibition, together with audio-visual means such as 
television and radio, form into a powerful yet subtle 
system of propagation. 
The task of educating the public is also a 
manipulative act of public opinion that is usually 
undertaken by the professional body. The largest 
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representative body of locally trained Western doctors is 
the Hong Kong Medical Association. Founded in 1920, its 
original name was Hong Kong Chinese Medical Association. 
In 1926, it merged with the Hong Kong Branch of the 
National Medical Association of China to become the Chinese 
Medical Association(Hong Kong Branch)• With the change of 
government in Mainland China in 1949, contact with the 
parent body was lost, and the Hong Kong Medical Association 
became a de facto independent body. Since then the 
Association has been admitted as full member in the World 
Medical Association and the Regional Confederation Medical 
Associations in Asia and Oceanic. In 1960, it registered 
with the government under the Society Ordinance. It 
maintains close liaison with the British Medical 
Association (Hong Kong Branch) since 1889 and help founded 
The Federation of Medical Societies of Hong Kong 
established 1965. Other medical associations of shorter 
history include the Hong Kong Society of Community Medicine 
(1963), The Hong Kong College of General Practitioners 
(1977), Hong Kong Medical Technology Association (1966), 
and so on. All of them are chaired and run by a group of 
Western trained medical personnels in the form of social 
clubs serving professional interests. 
By maintaining a tight network among themselves, they 
pull together collective effort by undertaking discursive 
practices embodying power/knowledge in order to promulgate 
the idea of professionalism. A most commonly resorted 
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strategy to create cognitive impact on the public opinion 
realm of the laity is through public education. In their 
very motto "to protect the health of our populace", it 
means to achieve through continuous upgrading of [its] 
medical knowledge and practice to provide the best standard 
medical care to patients" (Hong Kong Medical Association, 
private Communication, 1993)• It is through organizing 
various activities that members of the public may be 
acquainted with the basic medical and health knowledge of 
the nature of common diseases and possible means of 
preventing them.7 In the seventies (1972-1978), the 
Association had a special column titled "Hong Kong Medical 
Association Letterbox in Common Knowledge in Medicine" that 
appeared almost daily in several Chinese language 
newspapers and one English language newspaper.8 The style 
of the column was presented in a question-answer format. 
Readers were welcome to send in their questions which would 
be eventually answered by members of the Association and 
printed in newspaper, which was an effective way of 
inviting laymen's participation in professional affairs. 
At times, this column was used as a weapon to denounce 
alternative means of medical care, and Chinese herbal 
medicine and its practitioners being the target of attack. 
Members of the Association also regularly contributed 
articles and gave interviews for publications in weekly 
magazines. The dissemination of medical knowledge in 
textual form, and above all, within reach of an ordinary 
citizen on an everyday basis, could be a subtle yet 
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powerful means of rhetoric. The Association has been 
manipulating the cognitive understanding of the mass 
through public media to monopoly medical discourse that has 
shown to be a hegemonic posture of power/knowledge persual. 
With the popularization of electronic media, radio and 
television programmes were later evolved to become the most 
frequently utilized medium of propaganda. Under the 
supervision of the Association's Public Medical Education 
Committee, since 1977 it has been cooperating with Radio 
Television Hong Kong ("Radio Doctor") and Commercial Radio 
to launch educational programmes in the form of telephone 
enquiries. On television, continuous production of "You 
and Your Health" and "TV Doctor" have been screened on the 
cantonese channels of both television stations. Other 
regular appearances include several family programmes.9 The 
most recently available education channel is the telephone 
messages co-produced with Hong Kong Telecom CSL since 1990. 
By dialing a telephone number charged on each transaction, 
messages in the field child care, surgery, gastro-
enterology, psychiatry and sex can be received. The use of 
mass media becomes a more and more penetrating medium of 
communication and maintains inevitably close proximity with 
our everyday life. Public activities are also organized to 
add a dimension of variety to non-face-to-face interaction. 
It held a few exhibitions with the two Universities on 
keeping the public informed of medical equipments 
advancement and breakthroughs in laboratory research, 
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thereby publicizing the scientific and sophisticated nature 
of modern medicine (e.g. MEDEX'84 held at the City Hall). 
The greatest contribution, not to mention "true 
enlightenment" regarding gaining social medical knowledge10 
is perhaps the generation of a system of shared notion and 
public vocabularies concerning the correct conception of 
health matters and the status of medical profession. All 
in all, professional associations being part of the 
institutional makeup of a disciplinary apparatus, fuel the 
perpetuation of power/knowledge in discursive formations.11 
The Political Arena 
If the education system is a highly defended core 
region where scientific medical knowledge is produced and 
legally endorsed to be circulated among the public, then 
the political arena performs supportive discursive social 
practices that justify the medical system institutionally 
and medical discourse of a specific nature to gain rhetoric 
strength. The political arena goes beyond the content of 
a narrow discursive field by laying down the favourable 
social conditions that enable a specific type of 
professional discourse to emerge. In other words, 
political practices legitimize and elaborate symbolic 
professional codes as understood by authorized speakers and 
laymen. Once both parties join in the discourse, they have 
to observe the "rules of the game". Macro power originated 
from the political apparatus confers faith to the validity 
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claims of truth in scientific discourse on the subject of 
medicine, which means limiting the occurrence of 
competition from a rivalry discourse in terms of knowledge 
production, social participation and institutionalization. 
The appropriation of one single legitimate discourse by the 
public cognitively register the code of interpreting 
professionalism. 
The Medical Council of Hong Kong, members of which are 
appointed by the government, is the highest legal authority 
delegated with statutory rights. Medical degree holders 
trained in the two universities who want to practice in the 
health care realm must register with the Council to adopt 
a proper status 一 "registered medical practitioner" 
(Medical Registration Ordinance Chapter 161 Part III:5-7). 
In addition, the Council has the right to exercise 
disciplinary power once malpractice is detected. Hence, 
the Medical Council is no simple organization that merely 
carries out routine administrative functions. It specifies 
who is eligible to be called a 11 Western doctor" in the 
common usage of the term. Without a license confer by it, 
no one can legally practice in the health care system, 
which effectively exclude charlatans, persons whose medical 
training are considered inappropriate (e.g. chiropractors, 
homeopaths, Chinese herbalists, bonesetters, 
acupuncturists) and those who received scientific medical 
training from unrecognized overseas countries. Under this 
structural constraint, a Chinese practitioners does not 
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equate with a "medical professional"； is deprived of the 
chance to contribute to the public by offering a 
government-regulated alternative; and most fundamental of 
all, is severely dwarfed in the public's perception when 
measured along the continuum of professionalism. 
In recognition of the value of the body of esoteric 
knowledge possessed by medical professionals, it is not 
uncommon for the government to seek expert advice on 
matters ranging from the amendment of a minor 
ordinance/bill to long-term comprehensive planning of the 
health care system. The development of our medical 
structure as such is thus catered towards the setting up of 
infrastructural arrangements necessary to enhance the 
interest of the Western doctors. Health related issues are 
interpreted from their ground of medical understanding, for 
example, how many hospital beds are to be added in the 
coming ten years, who are eligible to register with the 
Medical Council, the allocation of medical resources in the 
public sector, and so on (see, Director of Medicine and 
Health Services, Annual Reports)• Often medical 
professionals participate in various government statutory 
and advisory bodies to exert their influence via making 
knowledge-claims. The natural behavior on the part of the 
government to seek Western medical advice, like the general 
tendency of the public at times of sickness, speaks for the 
interdependence between profession and polity. No non-
Western scientific medical practitioners have been invited 
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to express opinions on health matters that are in the 
interest of the public. Hence jurisdiction is claimed in 
the arenas of politics, economics and public cognition. 
In reality, power-vested professional discourses have 
never been off the stage of the medical realm. As 
monopolizers of medical knowledge, they highly defend their 
right of authorship and project an image of trust part and 
parcel of professionalism via political apparatus. The 
Hong Kong government administrative body, the Department of 
Health, is in charge of providing a comprehensive range of 
medical services to the Hong Kong citizens. Schematic 
development of health services and a full-blown medical 
system have been conspicuously in the making after the 
Second World War. In 1957, an outline of a fifteen year 
plan of development of medical and health services was 
submitted to the government (c.f. Development and Medical 
Services in Hong Kong 1964) . It sets the tone and 
direction of future planning. A continuation in the spirit 
of the 1964 report, the 1974 Further Development of Medical 
Service in Hong Kong specified more clearly on the number 
of hospitals to be built, hospital beds to be added to meet 
future demands, doctors and nurses to be trained, and the 
estimated amount of fund needed to ensure the above 
objectives to be met. No single word is given to promote 
or protect Chinese medicine despite its high popularity 
among the populace. The contents of the reports laid down 
favourable social conditions for the growth of Western 
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medicine while compressing Chinese medicine of a discursive 
space in the local medical realm. The convenient 
accessibility of Western medicine undoubtedly proliferate 
medical professionalism vis-a-vis the standard of Western 
practice, a social reality which both laymen and medical 
professionals reinforce within the mythical medical 
discourse. 
The polity has been keeping close contact with the 
Hong Kong Medical Association in the form of representing 
its members in various advisory committees such as Advisory 
Councils on AIDS, Government Working Party on Primary 
Health Care, Medical Plan Standing Committee and Medical 
Development Advisory Committee. The recommendations 
submitted by the Working Party on Traditional Chinese 
Medicine in 1991 concerning the proper registration and 
monitor of classical medical practitioners has stirred a 
heated debate on the relative efficacy of Western and 
Chinese medicine.12 The composition of the Working Party 
was dominated by Western medical personnel who favoured a 
subordination of Chinese medicine under the canopy of 
Western medical standard (c.f. Working Party on Chinese 
Medicine Interim Report October 1991). More explicit 
expressions have been made by the Association to the 
government on forbidding the use of modern scientific 
methods in traditional Chinese medical practice. Also, it 
suggests the proposed statutory professional body (for 
Chinese medicine) should have representation from related 
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government departments, the two medical schools and the 
Association. The placing of Chinese medicine in control 
under the domination of Western medical system is symbolic 
in terms of structure and epistemology. Likewise, the 
Association's comments on the formation of Hospital 
Authority, financing health care, medical charges in public 
services, organ trade et cetera are areas where scientific 
medical knowledge are able to make exclusive jurisdiction. 
Regarding public health, the dissemination of health 
knowledge approved and recommended by the medical 
professional bodies is circulated in various aspects of 
life. The Central Health Education Unit acts as an 
information unit of Department of Health as well as 
coordinator of health-promoting activities. It coopts 
members of the Medical Association in advisory 
representation capacities, such that general medical 
knowledge distributed in the form of pamphlets, slides, 
video tapes, talks exhibitions, campaigns and the like can 
"safely" reach the public. Besides the Unit, there are 
other statutory and non-statutory bodies responsible for 
the promotion of public and arenas on specific health 
issues. These include the Municipal Council, the Consumer 
Council, the Hong Kong Council on Smoking and Health, the 
Committee on education and Publicity on AIDS under the 
Advisory Council on AIDS, the Occupational Health Unit of 
the Labour Department, to mention a few (c.f. Report of the 
Working Party on Primary Health Care Ch.5). Primary and 
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secondary schools curriculum on health education designed 
by the Education Department only introduce information 
supportive of the Western paradigm. No attempt to clarify 
the concepts and theories of Chinese medicine has ever been 
made. Therefore, at all levels of macro-political 
activities (including education), macro-power and 
micropolitics (professional knowledge) cooperate to an 
extent that is indispensable of each other. Macropolitical 
activities amplify the stratification that separate the 
Chinese medical realm from Western mainstream medicine 
along lines of discourse that is isomorphic of the 
political-structura1 arrangement• 
The Legal Arena 
The legal arena, unlike other arenas in the 
disciplinary apparatus, does not function in itself but 
specify the social conditions and rules to ensure 
participants of a discourse to observe them. In the 
broadest sense, every social activity concerning 
professional practice is by definition a legal act. The 
legal arena is discursive as it defines the boundary of 
profession's economic endeavors, the prestige of 
credentials earned, the space of macro and micro political 
activities, and the legal status of the body of esoteric 
knowledge characterised by its superiority over potential 
rivals. The local medical profession provides the best 
exemplar of the totalizing nature of the legal arena in 
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forging the cognitive power/knowledge dimension. 
The most distinctive characteristic of the legal arena 
is the constraints it imposes on the usage of a body of 
language, rigidly manifested in black and white terms. The 
major body of legislature that governs the registration and 
operation of the medical profession is Hong Kong Law 
Chapter 161 Medical Registration Ordinance. First and 
foremost is the terms of eligibility for registration. 
"Subject to the provisions of this Ordinance, the following 
persons shall be entitled to be registered as medical 
practitioners (a)any person who holds a Hong Kong diploma; 
(b)any person who holds a United Kingdom or Irish diploma 
or a recognized Commonwealth diploma" (Chapter 161:7). All 
Western medical practitioners are conferred the title 
"doctor" under this Ordinance, which means nobody can 
practice legally without the proper label "Licentiate of 
the Medical Council of Hong Kong" (Chapter 161:13A-3). It 
specifies that "no person shall be eligible to become a 
Licentiate unless he has passed such examinations as may 
from time to time be determined by the [Medical] Council" 
(Chapter 161:8A-a). With reference to the practices 
mentioned in the education and political arenas, these 
monopoly licensure is starkly designed to protect the 
interest of the dominant Western doctors. The exclusive 
right to monopolize the title of "doctor" discursively puts 
all alternative healing practices devoid of the 
qualification they deserve and the contribution they made 
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to maintain public health. In this sense, traditional 
Chinese healers are not by legal definition "medical 
practitioners". 
Western doctors succeed to claim jurisdiction in the 
legal arena also by way of defining a limited space within 
which Chinese practitioners can survive. Since 1958, "the 
taking or using in Chinese by any person of the name, 
title, addition or description of 中]^ or 丨虱氐 or癀良 or 特 舒 
or 彳餐冬 or of any words or characters implying 
specialization when preceded by the aforementioned 
characters shall not be deemed to be the taking or using of 
a name, title, addition or description calculated to induce 
anyone to believe that he is qualified to practice medicine 
or surgery according to modern scientific methods*1 (Chapter 
161:31-2a, my emphasis). In effect, Chinese adults who 
want to become a Chinese practitioner can only register 
under the Business Registration Ordinance by submitting a 
sum of registration fee, obtaining a certificate and using 
one of the above specified names. Discrimination in title 
colonizes public cognition on the concept of doctor as well 
as creating a shelter from competition in the economic 
arena. "Modern scientific methods" are forbidden to be 
utilized in diagnosis and therapy by Chinese healers who 
are unable to register by the terms according to the 
Ordinance, regardless how well trained and versed they are 
in classical medicine. Furthermore, "notwithstanding the 
provisions of section thirty-one, no person unless he is a 
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registered medical or is provisionally registered shall 
hold himself out as being qualified, competent or willing 
to undertake the treatment of diseases of the human eye or 
the prescription of remedies therefore, or the giving of 
advice in connexion with the treatment " (Chapter 
161:32, my emphasis). This message further confirms the 
hegemonic posture of the profession in trying to impose a 
definition of illness and corresponding healing techniques 
in congruence with its own paradigm, uniting theory with 
practice that is responsible for shaping the prevailing 
cognitive structure.13 
Legislation processes do not stop automatically once 
the laws are written down and passed. They are from time 
to time revised and amended to cope with the changing 
environment. The law making institution in Hong Kong is 
the Legislative Council. Among the medical issues that 
have been discussed since the 1950,sf the majority 
concerned the future development of hospitals, the role of 
Medical Development Advisory Committee, Department of 
Health, medical insurance, medical charges, Hospital 
Authority and many other discussions stemming from the 
provision of Western medical health care services (Hong 
Kong Hansards since 1950). Through discussions in the 
Legislative Council, the quality and distribution of 
medical services are monitored in the public's knowing. 
Chinese medical practice and herbs, on the other hand, are 
rarely on the agenda of the councillors' meetings.14 The 
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proposal to regulate Chinese medical practice was only a 
few times brought to the attention of the Legislative 
Councillors.15 There seems to be a pattern going on: that 
traditional medicine would only be on the agenda of debate 
and discussion following the occurrence of accidents. The 
legal arena only gives ad hoc attention to the accidents 
which further confirms the "illegitimate" status of Chinese 
medicine. 
On the whole, the legal arena embraces a paradoxical 
nature in the discursive apparatus. It is at once 
squeezing out any discursive space that allows no non-
Western medical vocabularies to be uttered and at the same 
time permits the freedom of any adult Chinese residents to 
earn an unregulated Chinese medical healer title. This 
apparent freedom is peculiar in the sense that it is 
enhancing and destructive to the Chinese medical 
practitioners at the same time. The local medical 
discursive regime could be said as cunningly utilizing the 
strictly-guarded boundary of discursive space. 
The Workplace Arena 
The workplace arena is a tricky part of the 
disciplinary apparatus. Essentially a space denoting the 
application of knowledge into action and a social situation 
involving face to face interaction with patients, it is 
analytically both macro and micro, both homogeneous and 
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varied. Building a discursive regime through professional 
practice is the most direct way of communicating and 
demonstrating to clientele the spirit of professionalism. 
The public image of a doctor is homogenous as a group : 
long white coat, stethoscope, syringe, thermometer, and so 
on. A clinical setting (hospital or otherwise) is a 
standardized, familiar place equipped with advanced 
technical apparatuses that give off an aura of 
sophistication uncomprehendable to a lay person. The 
setting, equipments, clinical practices and personnel sum 
up to represent a symbolic meaning of only the men of 
superior knowledge are capable of commending the use of 
scientific equipments, and the patients who are the less-
knowing subject have no choice but to trust in the 
judgement and advice of the doctors. In contrast, 
tradition Chinese medical practitioners do not rely on 
technological advances. As mentioned earlier, Chinese 
medical knowledge is cosmological-philosophical which 
merges as an integral part of everyday life. The sense of 
Western medical professionalism is therefore more inclined 
to be associated with technical power and esoteric 
knowledge. 
The workplace in another macro sense also refers to 
market situation. The mainstream medical service is 
financially supported by government and conveniently 
dispensed in an accessible fashion to the public. 
Hospitals and clinics are by definition premises where 
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Western medical is dispensed, and employment is confined to 
those who hold a recognized medical degree. All hospitals 
in Hong Kong, except Tung Wah and Kwong Wah, are equipped 
with scientific medical technology and give patients only 
Western medicine. Tung Wah and Kwong Wah are exceptions in 
that they provide free consultations in bonesetting but do 
not prescribe any Chinese medicine. The Western standard 
is the norm of medical work. Doctors claim jurisdiction 
over the structural and technical content of work endowed 
with a mandate from the legal arena. The institutional 
make-up of the local medical system is isomorphic of the 
legal and political arenas, and to a large extent it 
overlaps with the economic realm, details of which have 
been given above. The macro, economic and homogenous 
workplace of medical professionals is the stage where the 
public gain medical experience. The brand new 
understanding of being a "patient" defined in clinical and 
societal terms and the status of being a help-seeking 
subject are experiences that have changed over time since 
the widespread availability of Western medicine. The 
organization of medical experience as perceived by the 
public is the result of the association between public 
assistance and medical knowledge. Hong Kong, similar to 
many welfare states where allopathic medicine is the major 
mode of medical production, has a public medical network 
that involves every member of the public. Sickness is no 
private matter but a public problem. Hence the arrangement 
of the workplace directly transform the public medical 
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experience. 
A less-studied but increasingly attention seeking 
dimension of workplace study is the micropolitical 
foundation of communication in clinical consultation 
contexts that exhibit the relationship between 
institutional authority and power-vested knowledge. 
Persuasion or rhetoric exercised in these instances usually 
take the form of convincing the patient to use one Western 
drug or treatment over another kind of a similar nature. 
However, the peculiar situation in the local health care 
system tells more. The general attitude towards the 
simultaneous utilization of Chinese and Western medicine is 
greatly discouraged. The tactic is to warn patients to 
refrain from taking Chinese herbs simultaneously with 
Western medical prescription on the same occasion, 
suspecting there may be unknown chemical reaction leading 
to hazardous effects (private communication with two 
doctors and one student-doctor, anonymous, 1993)• As a 
matter of fact, the mentioning of the efficacy of Chinese 
herbal medicine, bonesetting and acupuncture to the patient 
is a taboo, and the patient himself is well aware of not 
doing the same vice versa (private communication with a 
cancer patient, 1993) . The social order that has been 
maintaining in the workplace arena, with special reference 
to the proper role of patients, should be construed as a 
result of the conditioning of public opinion. 
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The encounter between Western and Chinese medicine in 
Hong Kong cannot simply be explained by differential state 
support alone. To enhance structural domination, the 
production and sustenance of medical discourse via 
disciplinary apparatus is equally important. In a very 
real sense, it is in fact the lay perception and support 
that confer a profession a truly professional identity. 
The structural institutional arrangement is a reflection of 
the underlying cognitive structure. The coinciding of the 
two levels of social reality propels the local medical 
"discursive regime"• Medical social knowledge thus 
perceived is a product of the generation of a totalizing 
discourse emerged from every participating arena• In a 
nutshell, the image of professionalism is in effect a 
powerful manipulation of lay perception forwards the 
supremacy of a body of esoteric knowledge. 
The empirical treatment of the medical discourse from 
a Foucauldian perspective places the grid of analysis on 
two focal points: power and knowledge. The genealogical 
method which is no straight forward historical account of 
an event, is an interpretive tool that sensitizes our 
application of the "professionalism as cognition" framework 
to the subtle manifestation of power and knowledge embodied 
in each art of soical practice. Since genealogical 
analysis is a new extension of the archaeological method, 
discursive formation is placed in an institutional 
infrastructure that renders the latter with discursive 
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power. In this respect, the contents of discourse is less 
touched upon. It is the social conditions of the 
institutional environment contribute to the proliferation 
of a discourse that is the real substance. 
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Conclusion 
The ultimate aim of the present thesis is to assess 
the well-trodden ground of the professional phenomenon from 
an underexamined perspective - professionalism as 
cognition. It seeks to reinstate the centrality of 
knowledge as the unique symbolic capital of an occupation 
that has come to be known as a profession. Being stated as 
such, professional esoteric knowledge is not individually 
tackled in the form of content localized in each discursive 
field, but rather the social - historical conditions of its 
production. It is the existence of a set social practices 
that has brought a body of esoteric knowledge to a 
paradigmatic status in a professional discourse. In 
particular, the attention is placed on the corpus of 
technical expertise that has claimed to be scientific. 
This perspective maintains that technically engineered 
knowledge-in-action does not only confine within a closed 
scope of professional maneuvers but also englobes the 
social lifeworld of lay public, making a significant 
difference to their conception of social reality. 
Knowledge hence becomes the bondage that medicates social 
relations between expert and non-experts, which brings out 
another dimension of this agenda: the adjacency between 
knowledge and power. Knowledge production and reception 
are unequivocally cognitive activities that change the 
concept of power with a subtle, cognitive character. This 
requires casting the image of society in a more spacious 
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analysis. 
Against the background of these concerns, this thesis 
builds on a theoretical premise that, as stated at the 
outset, tries to capture the study of professions in a 
totality. A profession is delineated here as an occupation 
that claims to originate from an intellectual heritage that 
manifests to serve human affairs with an altruistic 
orientation. The empirical part of this paper tries to 
highlight the critical features of the medical profession 
as an occupational group that is archetypal of all 
professions of this nature, thereby cohering them as a 
single unit of analysis. This is, in effect, an 
illustration of an interpretive framework which places more 
emphasis on the theoretical vehicle that has in turn made 
the case study feasible. It is perhaps as well pointed out 
that the subordination of empirical details may be the 
principle lacuna of this present thesis. Be that as it 
may, my conviction of the significance of the "professions" 
motif lies not with the episodic treatment of one or two 
professions. Rather, the broader social context within 
which triggers off the genesis and expansion of the 
professional trend is the raison d'etre of the present 
framework. 
A recapitulation can be tackled at two levels. At the 
empirical level, the "medicalization of society" thesis has 
yielded extensive discussion and public attention.1 As 
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famous as the New England Journal of Medicine, an issue was 
devoted to raise readers' consciousness to "the new 
medical-industrial complex" in modern capitalism (Relman 
1980). The label itself already gives a flavour of the 
contrivances of power dynamics in scientific medical 
practices. In Hong Kong, this feature retains with an 
additional historical dimension. The fact that Hong Kong 
is a British colony adds to the complexity of the power 
game. The coexistence of Chinese and Western medical 
paradigms entail discourse on efficacy which requires 
mutual understanding yet has not been symmetrical. An 
obvious fact has been the appropriation of scientific 
medical vocabularies by Chinese practitioners and the using 
of quasi-experimental mode of research in the discussion of 
traditional medicine (Calhoun 1992)• The conventional 
power paradigm has addressed the domination of a profession 
in structural terms made possible by means of the mandate 
from the state, leaving the colonization of the cognitive 
structure a transparent, underexamined fact. The exercise 
of cognitive power of the medical profession becomes 
analytically distinct in the Hong Kong context once an 
alternative paradigm is juxtaposed against it. The 
forceful knowledge claims made by Western physicians couple 
with the generally acknowledged service orientation endowed 
in the Hippocratic Oath could only expose a hegemonic 
posture that is ironically putting public interest as a 
pragmatic concern at stake.2 In a truly accountable medical 
discourse, clients in an information society have the right 
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to have full access to genuine information so as to be able 
to make informed choices. The Hong Kong medical doctors 
are particularly prone to reveal their weakness in this 
respect so long as the local medical discourse is an 
asymmetrical one. 
When power and professional knowledge are so tightly 
knitted together, an institutional arrangement come into 
being intensify impact of elaborated knowledge-claims. The 
Western-style physicians, as a result of imposing 
intentional closure to rivalry medical paradigms, has 
reserved the disciplinary apparatus as the core regions of 
production of practical knowledge and eventually made it 
discursive. This logically implies the channelization of 
public resources to sustain its growth. A practical 
implication to this condition is the design of social 
policy. To ensure freedom of choice in medical services, 
unbiased sponsoring of the development of Traditional 
Chinese medicine and gradual coaptation into the primary 
health care system can benefit the Chinese healing art as 
well as the public. A recognition of her professional 
qualification simultaneously leads to regulated practice. 
As the working party on Chinese Medicine Interim Report has 
pointed out, formal education is the long term perspective 
to a mature professional status. Only on the basis of 
equally legitimate standing can the two bodies of knowledge 
engage in a sincere medical discourse, however 
incommensurable their respective practices may be. this 
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helps to tone down the compelling, repressive nature of 
institutions and also opening up new space for more power-
free knowledge to circulate in an episteme.3 
The Hong Kong medical profession as a representative 
case study of servicing professions certainly has much to 
offer to the understanding of professions in general. Once 
again it is the professional practice that matters. That 
is, strategies that have been employed to translate 
esoteric knowledge to action. Just like the physicians, 
other servicing professions such as law, teaching, 
engineering, to name a few, share the common characteristic 
of embodying its own stock of expert knowledge, and, in 
practice exhibit different degrees of power/knowledge 
proximity. A standpoint sensitive to historical details 
and changing social forces is sin qua non to the 
theoretical agenda and when apply to other professions, 
will prove to enlighten our consciousness to the interplay 
between institutions and cognition. It is not only a 
matter of academic interest but also the everyday life 
concern of the public as clientele. A conscious 
recognition of the possible effects of professional 
maneuvers necessarily empowers laymen to evaluate expert 
knowledge-claims and service-claims that have been taken 
for granted. This probes into another dimension of public 
education. 
A more profound recapitulation rests with the 
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interpretive framework, an agenda inviting sympathetic 
understanding and a wider horizon. To recapture in broad 
strokes, it starts off with a re-evaluation of the existing 
paradigms of the study of professions. It is reasoned that 
the trait model is not without its merits and the 
prevailing power paradigm still has room for conceptual 
improvement. The level of theoretical advancement is 
traced along the different metaphors of professionalism, 
that is, from function and structure to process and 
interaction. Professionalism as cognition, being a new 
branch of the latter metaphor, is particularly concerned 
with the way professional practice shaped the lay 
perception of an occupation to a recognized professional 
status that is achieved through the dissemination of 
knowledge. The public cognitive landscape pertaining to a 
professional realm is the microfoundation upon which 
further discursive regime proliferates. Built on this 
premise comes the contrivances of the "micro-physics of 
power"• Hence power as a macro construct cannot fully 
explain the domination of a professional paradigm over 
competing rivals without addressing the more deeply-rooted, 
penetrating cognitive receptivity of professionalism 
manipulated by a certain occupation. The mediating 
category in between is the production of professional 
discourse that is the engine of the circulation of 
knowledge and power. As such, the "professionalism as 
cognition" agenda requires a more action-oriented and 
historically sensitive form of social analysis to 
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effectively track down the discursive nature of 
professional practice and institutional structure. Michel 
Foucault's sensitizing schema of the archaeological and 
genealogical account of modern power proves indispensable. 
Professionalism as cognition is a type of rationality, 
or put differently, a prevalent cultural practice. At once 
it calls forth the fundamental question of how to perceive 
the image of society. It is asserted here the metaphor of 
seeing society as discourse. Succinctly put, discourse is 
not only about language (substantial content) itself but 
also the way a structure of thought is stylistically marked 
both in its production and reception. The production of 
professional discourse is made possible by professional 
practice to the effect of cognitive manipulation of the 
less-knowing subjects. Within a localized sector of social 
reality, this involves an imposition of absolute 
superiority of one rationality (or standard of judgement) 
over another competing against it. This is particularly 
obvious in a scientific discourse where "science" enters 
the epistemology of the everyday life. In the production 
of a discourse are pre-empted from the discursive field, it 
originally has eligibility to participate. Professionalism 
as cognition is a varieted term for the social 
constructionism of reality perceived by the common people 
as defined with power by various professions in a 
knowledgeable society. 
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This brings the discussion of professions to an even 
larger question: the critical exposes of the role of the 
professions in the larger discursive society. It has been 
said all along that the production of power-vested 
discourse is generated by professional practice. The set 
of practice, when seen as a logistic of techniques, 
reflects the kind of technical rationality that has been 
criticized by social theorists.4 The "service orientation" 
proclaim by servicing professions associate themselves with 
the idea of humanistic application of knowledge to the lay 
public. This implies a rationality that is in combat with 
the practice of non-human technical expertise. The 
essential point in context is problem of translation. 
Esoteric knowledge is brought into action by professionals 
to benefit the overall human living condition. It is 
public's trust in the ethicality of professional practice 
that professions are endowed with the necessary power and 
autonomy. Translation is a vital part of achieving social 
knowledge. To ensure humanistic and ethical professional 
practice to override technical rationality, the 
professional's reflexive character is the pre-requisite. 
Reflection-in-action is the check against instrumental 
activity. This is an aching question when the body of 
applied knowledge is said to be scientific.5 Perhaps it is 
prime time for the study of professions to engage more 
rigorously into the issue of ref lexivity and how to 
profitably learn from it. 
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Notes to Introduction 
1.Marcuse (1964,1969); Habermas (1971)； to name some works 
among many others. 
2. See particularly his short and precise introduction in 
Professions of Medicine (1970), p.xvii-xxi, which sets the 
tone of his entire book. Actually, a recapitulation of 
Friedson's intent to the writing of this book is worth re-
examining . He professes to address two problems, 
"First, one must understand how the profession's self-
direction or autonomy is developed, organized, and 
maintained. Second, one must understand the relation 
of the profession's knowledge and procedures to 
professional organization as such and to the lay 
world. The first is a problem of social organization； 
the second a problem of the sociology of knowledge" 
(ibid, p.xviii). 
While the first theme has caught much attention from 
scholars, the second one, which is even more profound, 
seems relatively underpraised. This thesis attempts to 
handle the second theme with more theoretical vitality that 
is concerned with the constitution of knowledge base 
produced by means of professional discourse. For the 
comment on this approach, see J. Goldstein, Foucault among 
the Sociologist: The "Disciplines" and the History of the 
Professions", History and Theory 23 (1984):170-192• 
3. Wong' s survey is to date the most recent and 
comprehensive survey research aiming to probe the behaviour 
and perception of the general public on patronizing Western 
and Chinese medical practitioners during the past nine 
months before the survey. A more detailed account is given 
in Chapter Three of this thesis to illustrate the 
prevailing attitude and conception of medical 
professionalism. 
4.It is common practice today to call almost an unlimiting 
number of white-collar jobs "professions", for instance, 
advertising, marketing, computer program analysis, and so 
on. It is true that many white-collar jobs are to a 
certain extent skilled involving knowledge of some kind. 
Yet when the word "profession" is used in this manner it is 
just too loose to be wrong. For this reason, the term is 
confined to refer to consulting professions in particular 
in order to highlight some analytical principles of 
"professions" in general. 
Notes to Chapter I 
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1.A few example of Parson's discussion on professions are: 
"The Professions and Social Structure", Social Forces 
17(1939):457-67; The Social System (1964)； "Professions", 
International Encyclopedia of the Social Sciences Volume 
12, p.536-47. 
2.The earliest trace of professions discussion can be found 
in Carr-Sauders, A.P. and P. A. Wilson, The Professions 
(1933). Scholars who joined the functionalist camp 
include: B. Barber, "Some Problems in the Sociology of the 
Professions, Daedalus 92 (1963):669-88; W.J. Goode, 
"Encroachment, Charlatanism, and the Emerging Profession", 
American Sociological Review 25 (1960): 902-14; 
G.Millerson; The Qualifying Association (1964)• 
3.These traits are directly taken from the W.J. Goode, "The 
Theoretical Limits of Professionalization" (1969). Other 
sources containing a summary of this list with terminology 
variations are documented in Carr-Sauders and 
Wilson(op.cit.), Goode(op.cit.) and E. Greenwood, "The 
Attributes of a Profession" (1957). 
4.Social work and librarianship are often cited examples. 
See E. Greenwood (op.cit.) for detailed discussion on 
social word and w. J. Goode, "The Librarian: From Occupation 
to Profession?" (1961) for librarianship. amongst many 
other discussions on ambiguous "profession" status, goode 
is particularly productive. For reference, see his two 
articles: "Encroachment.....11 (1960)； "Community Within a 
Community: The Professions" (1957). 
5.Notable evaluations are found in his 1969 article p.276-
280. With respect to his analysis on professional 
knowledge, the first note was hit on character and its 
relation with the lay world. Since professions possess an 
aura of mystery derived from the amount of knowledge their 
claim to competence. As for "collectivity orientation", it 
represents a kind of cognitive rationality where the 
privileged status of professions is unquestionably trusted 
upon the ground of the power of expert knowledge claims. 
This happens often when the profession is premised on a 
scientific discipline. 
6.Professional autonomy is a much studied topic that marks 
a distinctive difference from non-professional work. For 
the interaction of autonomy, discipline and knowledge, 
refer to W.J. Goode 1960 (op.cit.). Other general works on 
a particular profession (especially medicine) are, for 
example, D. Armstrong (1989)； J. Bond and S. Bond (1990). 
E. Friedson (1970)； T. Johnson (1972)； D. Rueschemeyer 
(1983). 
7.Succinctly summarized by Torres (1991), the sequence of 
events are: becoming a full-time occupation; establishing 
the first training school; establishing the first 
university-affiliated training center； establishing the 
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first local professional association; establishing the fist 
license law; and creating a formal code of ethics. 
8.These are usually recorded in episodes. Examples are 
Fisher and Tedd (1986)； Silverman (1987)； Byrne and Long 
(1976)； Drass (1982)； Mishler (1984). These works are 
attempteed with the ethnomethodolgical approach, that is, 
conversation analysis. 
9.Personally I identify with the position, though for 
reasons quite unlike Hall's (1983) position. He writes 
that the power paradigm forms a sort of theoretical closure 
that is yet premature to pretend to explain everything 
about professions. Thus he suggest that it is time to move 
outside the sociological study of the professions and seek 
for enlightenment from organizational theory and other 
perspectives. While it is legitimate to derive insights 
from other fresh sources, the integrity of sociological 
analysis must be kept intact such that it proves to be a 
source of rejuvenation for the sociology of professions 
literature. Built upon this conviction, cognitive power 
exercised in professional discourse is designed to enrich 
the discussion of the power paradigm. 
10.Fleck's book is briefly reviewed in J.M. Morris (1992)• 
Her review is not only concise but also able to develop 
into new arguments about the discourse of science, 
11.Discourse (language and practice) is the mediatory 
category circulating between social structure and the 
social lifeworld of the lay public. It is sometime in the 
form of concrete words, and sometimes in social practice 
embodying symbolic meaning. In any case, discourse is a 
body of knowledge produced by discursive practice. The 
production of discourse reflects the dominant pattern of 
social relations at the time and is hence characteristic of 
its epoch. That is, it is socially and historically 
grounded. The professionals and the clientele are equally 
important players in the production and reproduction of a 
discourse. 
12 .The word 11 ideology" is avoided because this is an 
emotionally charged word denoting a deliberate distortion 
of knowledge and its dissemination. Words of similar 
effect are "indoctrination" and "propaganda". Professional 
practices are, in the end, not conspiracies. However, 
caution is called for when power and knowledge mingle so 
intimately that tend to devour the social lifeworld so as 
to gain complete control over it. This position is in fact 
to alert more reflexivity upon technical rationality. 
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Notes to Chapter II 
1.Hereafter, "professional power" will be used 
synonymously with "disciplinary power". 
2.This passage is taken from a modified translation in 
Dreyfus and Rabinow (1982),p.105. Their primary source is 
"The Discourse on Language" printed as an appendix (p.215-
237) in the American edition of The Archaeology of 
Knowledge, New York: Harper Colophon, 1972. This article 
is the same as "Orders of Discourse" (1971)• 
3.While localized discourse is the unit of archaeological 
analysis, the set of social practice that has made its 
production possible remains the centre of attention in 
genealogical examination. Here is a reminder of the 
importance of handling how knowledge is socially organized 
and constituted, which is quite unlike the narrow 
definition of the word (often denoting written and spoken 
statements per se) • See Volume Ten of Discourse Process 
(special issue) and Fairclough (1989)• 
4. For a discussion of Foucault/s contribution to the larger 
current of social change and construction of social 
reality, see Fairclough (1992), Bury (1986) and O'Neil 
(1987). 
5.These arenas are treated with slight modifications 
derived from Abbott's schema (1988), Chapter 3. See also 
Abbott (1986). 
6.Gitlin (1977)； Atkin and Wallack (1990). 
Notes to Chapter III 
1. In the same spirit, Foucault (1975) remarks that "I 
should like to make it plain once and for all that this 
book has not been written in favour of one kind of medicine 
as against another kind of medicine, or against medicine 
and in favour of an absence of medicine" (p.xix)• 
2 .A Foucauldian social historical method requires acute 
sensitivity in reading original documentary data. Past 
survey results on health care behavioural-attitudinal 
patternsr textual materials such as government documents, public archives, newspapers, annual reports, committee 
reports and secondary sources are the basic raw materials. 
A list of the secondary sources used are supplied in the 
reference section. Seven interviews were conducted to tap 
more insights. For a list of newspapers, see Chapter 4 note 
5. The list of interviews conducted is reported as follow: 
Dr. Tai-ming Yuan -- chiropractor, homeopath and drugless 
therapist；Decemder 3, 1992; Dr. Paul But -- Director of 
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Chinese Medicinal Material Research Centre, The Chinese 
University of Hong Kong； January 21, 1993 ； Miss Chow --
Public Relations Officer of Hong Kong Medical Association; 
February 10, 1993； Dr. Tze-wai Wong -- Senior Lecturer of 
the Department of Community Medicine, The Chinese 
University of Hong Kong； February 22, 1993； Mr. Ning-hon 
Lee, Director of Hong Kong Chinese Medical Research 
Institute,- March 2 and 4, 1993 ； four anonymous final year 
medical students, March 8 1993； and, one anonymous cancer 
patient, March 12, 1993. 
3.This recent evaluation is worked out by Wong T.W. 
(1991b). 
4.See Chapter 5 note 11 for further details. 
5.Conventionally, Chinese medical practitioners are 
subdivided into three categories, namely herbalist, 
bonesetters and acupuncturers. 
6.Distinction should be made between distrust in the 
efficacy of Traditional Chinese medicine and distrust in 
the trainee standard of local practitioners. In the 
surveys quoted hereafter, it is the latter sense of the 
meaning of distrust that respondents refer to. 
7.See Wong, T.W. (1991a). This survey is part of a larger 
multidisciplinary research project from 1990 to 1991. The 
whole project is an effort contributed by the Chinese 
Medicinal Material Centre to the Working Party on 
Traditional Chinese Medicine (convened by the Department of 
Health). 
Notes to Chapter IV 
1.For a general historical account of Hong Kong since her 
early colonial days, see G.B. Endacott, A History of Hong 
Kong(1958)； A Biographical Sketchbook of Early Hong Kong 
(1962) ； Government and People in Hong Kong (1964) ； H.J. 
Lethbridge, Hong Kong: Stability and Change, A Collection 
of Essays (1978)• These books give excellent account of 
social development and changes in social dynamics that 
contributes to our contextual understanding of Hong Kong 
society as a whole. 
2.Missionary healing work was then quite widespread in the 
Guangdong province and her cross-border neighbor Hong Kong. 
For a trace of Christian medical charity work, see W. 
Lockhart, The Medical Missionary in China, 1861; K.C. Wong, 
The Lancet and the Cross, 1950. 
3 .权复(inside/outside) , (cold/hot) , 
(weak/strong). 1 久 
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4.Nei Jing(The Yellow Emperor's Classic of Internal 
Medicine) ； Shan Hai Jing(Book of Mountain and the Sea); 
Shang Han Lun(Treatise on Febrile Diseases). 
5.As was then revealed in Chinese and Western language 
newspapers, the medical issue, especially the need for 
scientific medicine in the local community, was an opinion-
splitted matter as seen from two utterly different point of 
view. The most notable incident was the setting up of a 
Chinese Hospital known as Tung Wah. English-language 
newspaper circulated during that period were China Mail, 
Hong Kong Daily Press and Hong Kong Telegraph; Chinese 
language newspapers were Huazi Ribao (Chinese Mail), 
Xunhuan Ribao (Universal Circulating Herald), and Zhongwai 
Xinwen Qiri Bao (China and World News Weekly) . For a 
methodological reference, see Chapter 3 note 2. 
6. The problem of the "scientific" status of Classical 
Chinese medicine has been stirring widespread controversies 
which has not yet gone to a finale. Despite that it is a 
popular saying that Chinese medicine is unscientific, 
scholars have argued for the opposite. A common method is 
to check Chinese medical practice against the principles of 
scientific discoveries, and remarks that Chinese medical 
science has its own mode of rationality and integrity. For 
a discussion on the scientific epistemological premises of 
Chinese medicine, see Croizier 1968； M.Porbert, "The 
Dilemma of Present-day Interpretations of Chinese Medicine" 
(1975)； M.Porket, The Theoretical Foundations of Chinese 
Medicine (1974) ； J. Needham Science and Civilization in 
China (1954). The claim of scientificity especially by 
allopathic medicine is an important point of dispute in the 
medical discourse. It is upon which the power/knowledge 
dimension of Western medicine is ramified. 
7.For a list of examples, the Ching Wah Chinese Medical 
Institute Annual Reports have documented numerous articles 
on the healing illnesses such as diabetes, cancer, kidney 
failure, heart diseases according to the Chinese 
principles. These examples show how Chinese medical 
vocabularies and theories are frequently at odds with the 
Western conception of science, and hence yield drastically 
different (and incommensurable) modes of practice. 
8.The second phase of the medical discourse is a selection 
of social historical materials drawn from various sources 
of local studies. Besides the materials from the 
newspapers mentioned in Note 5, other secondary sources 
such as the general books on the history of early Hong Kong 
are useful documentations. These books share a common 
style of viewing Hong Kong society from a political 
perspective. While this is a legitimate treatment in its 
own right, few documentations have seen the medical issue 
as a distinct object of analysis. In this respect, a 
frequently cited book here by Sinn, Power and 
Charity(1989), gives a balanced account of political and 
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medical issue. It is a valuable book as it contributes by 
filling this vacuum that has been long awaited. Other 
works that have made reference to the local medical 
scenario are Chiu L.Y., The Life and Thought of Sir Kai Ho 
Kai (1968) ； Choa, G.H. , The Life and Times of Sir Kai Ho 
Kai (1981)； Board of Directors, Tung Wah Group of 
Hospitals, One Hundred Years of the Tung Wah Group of 
Hospitals 1870-1970(1970)； Choa, G.H., "A History of 
Medicine of Hong Kong"(1970). 
9. For detail accounts of the medical episodes and after the 
setting up of Tung Wah Hospitals, see Endacott 1978, 
Chapter 3, (op.cit.)； Medical Report on the Epidemic of 
Bubonic Plague in 1894(1896). The latter work is 
particularly obvious in suggesting the cognitive supremacy 
of Western medicine recorded in a series of interviews. 
10•Vaccination was the only Western medical practice 
provided to the public. It contributed to public health 
and release the first hints of the efficacy of scientific 
medical knowledge. The Westerners were proud of their 
effort to maintain public health in this respect. The Hong 
Kong Government Gazette (e.g. 1874, 1883) and Hong Kong 
Blue Book (e.g.1852) document the Colonial Surgeons' 
Reports expressing views on these matters. 
11. The Tung Wah Hospital was the first of its kind to 
provide formal Western medical training to Chinese young 
men. It was a memorable gesture which, in the long run, 
did renovate the idea of being a formally trained medical 
practitioner as exhibited by Chinese young men. 
12.Recorded in Colonial Surgeons' Reports in Hong Kong 
Government Gazette, various issues. Discussions surrounded 
the topics of introducing Western medical medicine and 
surgery in a Chinese hospital since it was government 
managed. Strong opinions where also expressed about the 
abhorrent Chinese way of dealing with wounds and hygiene 
condition, to the extent that it was questionable whether 
Tung Wah could be at all called a hospital when evaluated 
against the Western yardstick of a "proper hospital". 
13.The most common form of expression of the government's 
point of view was printed in Gazette, which included annual 
reports of Colonial Surgeons and Registrar Generals, 
ordinances and bills. Other primary sources were local 
newspapers (see Chapter 3 note 2 for refernece) . It should 
be remarked that the majority of public were illiterate or 
had received little formal education. Hence textual 
material relatively made less impact on the daily medical 
experience of one common people than what they could see 
with their very own eyes in medical treatment and settings. 
As a general rule, the local medical discourse is a 
power/knowledge manifestation in professional practices 
more than in textual materials. 
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14.Documentations on the Plague incident include: Hong Kong 
Blue Book 1894-1904； "Colonial Surgeon's Report 1894" 
collected in Hong Kong Sessional Papers； W.W.Pearce, Plague 
in Hong Kong (1905) ； W.McNeil, Plagues and Peoples (1976). 
15.Lowson, "The Epidemic of Bubonic Plague in Hong Kong, 
1894" in Hong Kong Sessional Papers 66(1895) p.178-236. 
16.Hong Kong Telegraph 10 May 1894. 
17.The hospital ship was called Hygeia. It was one of the 
earliest attempts made by Western physicians to compel 
patients to be treated on board by scientific medicine. It 
marked an important episode which the autonomy of Tung Wah 
from then on began to erode. The supremacy of Western 
medical knowledge demonstrated in the Plague incident 
gradually colonized the lifeworld of the inhabitants of the 
colony. 
18.For a full list of names of the committee members, see 
One Hundred Years of the Tung Wah Group of Hospitals, 1870-
1970. 
19.For an excellent account of details, see Sinn, Power and 
Charity(1989)t Chapter 7, especially p.184-189. 
20.Huazi Ribao 24, 25 December, 1895; Hong Kong Daily 
Press 24 December 1895. 
21.The Report was known as the Medical Report on the 
Epidemic of Bubonic Plague in 1894. A commission was 
appointed by the Governor Sir William Robinson to enquire 
into the health conditions and medical facilities delivery 
before and after the plague epidemic. The Commission 
consisted of five Legislative Councillors, namely, 
Lockhart, Charter, Whitehead, Thompson and Ho Kai. 
Thirteen witnesses were convened to give evidences which 
later became the primary source of information for the 
production of the Report. These people included past and 
current Tung Wah Chairmen, the Hospital7 s clerk, five 
European doctors, two Sanitary Board Members and an 
architect. 
Notes to Chapter V 
1,See Chiu, L.Y. (op.cit.)； Choa, G.H. (op.cit.). It was 
set up by the London Missionary Society. 
2 .The Centre has a unique Chinese medicine computerised 
database which is linked up with a Western medicine 
database. This makes information exchange more convenient. 
Scientific testing of Chinese medicinal herbs are also 
carried out. Members of the Centre also make frequent 
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contributions to academic research journals and publish 
books of their own. For instance, H. M. Chang et. al. 
(eds.), Advances in Chinese Medicinal Materials Reserach 
(1985)； H.M.Chang and P.P.H.But (eds.), Pharmacology and 
Applications of Chinese Materia Medica (1987)； H.M.Chang 
et. al. (eds.), Abstract of Chinese Medicines (a journal 
published since October 1986) . The Centre is 
representative of a Western scientific setup to evaluate 
Chinese medicine on a purely Western basis. 
3. Two interviews were conducted on March 2 and 4 of 1993 
with Mr. Li Ning-han, the Director of Hong Kong Chinese 
Medical Research Institute. Mr. Li is himself a practicing 
Chinese herbalist. He expressed strong opinions on the 
absolute autonomy of Chinese medical theories irreducible 
to a Western frame of reference. The two paradigms are 
simply two sets of vocabularies and practices in their own 
rights. However difficult, there is still room for 
communication and learning from each other. Yet the 
greatest stumbling block is the lack of recognised college-
level training for learners of Chinese medicine, thereby 
suffocating discursive space for survival in the present 
institutional arrangement. 
4.There exists some other medical personnels with slightly 
different qualifications. In 1973, the Report on 
Unregistrable Doctors was released. A series of 
examination procedures were proposed to require Western 
medical graduates from China, Canada, Australia and other 
non一Commonwealth countries to take in order to assess their 
suitability to practice in Hong Kong. This piece of 
information tells that even they share the same title 
"doctor", the place of origin already bars foreign 
intruders from participating in the local health realm. 
The strategy of market closure has been a survival skill of 
the local medical profession, 
5.A few private colleges are currently offering diploma 
courses and postgraduate courses on Chinese medicine. The 
average duration of time to complete a diploma course is 
two years； postgraduate course, one year. A few well known 
schools are listed as follows: Ching Wah Chinese Medical 
Institute； Hong Kong and Kowloon Chinese Medical Institute; 
Sin Hua Chinese Medical Institute and Chung Hua Chinese 
Medical College. For a brief review of Chinese medicine 
education history, see S.M.S.Tam, Medical Education and 
Professional Commitment: The Case of Traditional Chinese 
Medicine in Hong Kong, M.Phil, thesis, Chinese University 
of Hong Kong, 1986, P.10-17. 
6.Although Chinese medical theory courses are not offered 
in the medical faculties of the two universities, Western 
medical knowledge is taught in Chinese medical institutes. 
As shown in the diploma curriculum of the Ching Wah Chinese 
Medical Institute, Western surgical therapies and 
pharmacology are part of the contents of teaching. For 
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details, see Ching Wah Chinese Medical Institute Annual 
Reports. Various issues. 
7.Internal documents prepared for press release, 17 April, 
1978. A visit was paid to the Hong Kong Medical 
Association on 10 February, 1993. 
8 .The English newspaper was South China Morning Post. 
Materials in Chinese appeared in Huaqiao Ribao, Mingbao, 
and Tiantian Ribao. 
9.For instance, Access ( 筹 佳 ）， Good Morning Hong Kong 
噙威 f l ) ' a n d w � m e n T� d a y (场 
10.Internal documents prepared for press release, 17 April, 
1978. 
11.Perhaps a forceful illustration of the recent persual of 
the power/knowledge dimension of Western medical 
practitioners were the two tragic incidents where two 
victims mistook poisonous Chinese medical broth and then 
fell into coma. For details of the incidents, see P.But, 
"Beware of Taking in Poisonous Chinese Drugs", Hong Kong 
Economic Journal 149 (1989):73-78, in Chinese; Working 
Party on Chinese Medicine Interim Report (1991)；T.H.K Ng 
et.al., "Encephalopathy and Neuropathy Following Ingestion 
of a Chinese Herbal Broth Containing Podophyllin", Journal 
of Neurological Science 101 (1991):107-113, and local 
newspapers during the period February and March 1989. 
Since the occurrence of the tragedies, Western physicians 
had been appearing on television programs and newspapers 
expressing opinions in various interviews about the 
potential danger of taking unregulated Chinese herbs in 
which their constitutions were not yet scientifically 
proved. Relatively speaking, only a few Chinese 
practitioners expressed their standpoint on this matter. 
It is interesting to point out that while Western doctors 
expressed distrust of the overall efficacy of Chinese 
medicine broth, Chinese practitioners isolated business 
malpractice from the real healing effect of the Chinese 
herbs as they saw that the accidents were a result of 
misidentification of one kind of herb from another * 
12.Editorial columns and open forums are the obvious places 
where public debates occur. Local newspapers (Chinese and 
English) have resourceful documentations of the different 
points of view expressed by Western physicians, Chinese 
practitioners, professional associations, societies and 
individual observers. More balanced views can be found in 
Mingbao between October 1991 to June 1992. 
13. In addition to the long drawn out Chinese medical 
practitioners' case, a more recent episode is the passing 
of the Chiropractor's Registration Bill. The controversy 
concerns mainly the Chinese title of chiropractor, that is 
种 级 射 T h e Medical Association is unsatisfactory 
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with the use of the title " h since chiropractors are 
not trained according to the principles of allopathic 
medicine despite it is one of the traditions of Western 
medicine. The Association submitted opinion papers to urge 
the government not to allow chiropractors to be called " ^ 
in their standard of common usage of the term. An 
interview conducted on 3 December 1992 with Dr. Yuan Tai-
ming, a chiropractor and an activist in the reform of the 
local health care sector, expressed hostility towards the 
hegemonic posture of allopathic medical practitioners in 
monopolising the title "doctor" in order to safeguard 
their superior position in the cognitive realm of the 
laity. 
14.The most notable discussion in recent years was the 
meeting held on 19 April 1989, two months after the 
tragedies of herbal intoxication. See Hong Kong Hansard 
1989 p.1364-8. Throughout the 1980's, the Legislative 
Council has not been particularly interested in the issue 
of Chinese medicine, except for Dr. Man-hing Yip who had 
from time to time urged the government to regulate Chinese 
medicinal herbs and medical practicies in favour of public 
interest. 
15. Dr. Man-hing Yip can be counted as one of the more 
outspoken former Legislative Councillors in favour of 
recognising the professional status of Chinese medicine in 
Hong Kong. 
Notes to Conclusion 
1.The medicalization thesis is a long debated one. It 
signifies the omnipresence of medical vocabularies and 
medical services in our everyday life. It is ironical that 
when the medical profession maintains its high profile in 
service orientation, the general public is actually 
controlled by medical power. Representative works include 
Fox(1973)； Illich(1976)； Zola(1977)； O'Neill(1986)• 
2.Rossman(1977)； McDermott(1986)； Smith(1992)• Smith's 
article is an interesting investigation into the 
conflicting paradigms of practice between mainstream and 
alternative medicine. 
3.Pragmatic concerns in the study of health care often have 
to do with the design of social policy. For some examples, 
see Levin(1977)； McKnight(1977)； Beattie(1991); 
Elston(1991). 
4.Ben-David(971); Bell(1976)； Gouldner(1978). 
5.Schon(1983) writes: "The application of basic science 
yields applied science. Appliced science yields diagnostic 
and problem solving techniques which are applied in turn to 
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the actual delivery of services"(p.24). Technical 
rationality thrives in this context which calls for more 
reflection一in一action on the part of practitioners to 
humanize professional knowledge. For intelligible 
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